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ROUND-TABLE PSYCHOTHERAPY: 
A TECHNIQUE IN GROUP PSYCHOTHERAPY’ 


WILLIS H. McCANN 
STATE HOSPITAL NO. 2, ST. JOSEPH, MISSOURI, AND THE UNIVERSITY OF KANSAS CITY 
AND 
ALBERT A. ALMADA 


STATE HOSPITAL NO. 2, ST. JOSEPH, MISSOURI 


a technique in group psychotherapy which 

was originated and developed by the au- 
thors during the month of January, 1949, and 
first used in the manner reported here on Feb- 
ruary 7, 1949. Because of the variety of me- 
thods and procedures which have been called 
group psychotherapy, we shall use the term 
Round-Table Psychotherapy to refer specific- 
ally to our technique. Round-Table Psycho- 
therapy is, therefore, a specific kind of group 
psychotherapy. The technique is an outgrowth 
of our concern with the problem of treating as 
many patients as possible in an overcrowded 
and understaffed state hospital. It is based on 
the postulate that mental illness occurring in 
the absence of demonstrable organic pathology 
is due to failure to face reality and to work out 
adequate solutions to the problems of life. 

We began with the hypothesis that the pa- 
tient perceives his problems as major catastro- 
phes for which there are no adequate solu- 
tions, and that he considers himself beyond the 
understanding and help of others. This hypo- 
thesis poses three objectives, the accomplish- 
ment of which should constitute proper treat- 
ment for the mentally ill. These objectives, in 
the order in which we believe they may best be 
accomplished, are: first, to help the patient 
gain a proper perspective of his problems; sec- 
ond, to help him realize that others will accept 
him as an individual and will try to under- 
stand and help him if he will let them; and 


[: is the purpose of this article to describe 


1The authors wish to express their appreciation to 
Dr. Orr Mullinax, Superintendent of State Hospital 
No. 2, St. Josenh, Missouri, for his support and en- 
couragement. We also are deeply grateful to Miss 
Georgeana Brown for transcribing the recording and 
for her stenographic assistance in preparing the 
manuscript. 


third, to help him develop an attitude of con- 
fidence that he can work out satisfactory solu- 
tions for his problems. 

To accomplish these objectives we started 
with the premise that one gains a better under- 
standing of one’s self when one attempts to 
understand and help others who are troubled. 
Our working principle may best be expressed 
by the paradoxical statement, “‘He who would 
find himself must first lose himself.” By losing 
himself and his problems in his growing con- 
cern and preoccupation with the problems of 
his fellow patients, a series of psychological ad- 
justments should occur in the patient which 
would give him insight into his own problems 
and which would enable him to discuss and 
cope with them on a rational rather than 
irrational basis, and in terms of reality rather 
than phantasy and self-deceit. First, his morbid 
preoccupation with his own problems should 
tend to be disrupted as he shifts his attention 
to the problems of others. Second, his faulty 
perspective of his own problems should tend to 
be corrected as he compares his problems with 
the problems of others. Third, his attitude to- 
ward receiving the understanding and help of 
others should tend to be improved as he at- 
tempts to understand and help others. Fourth, 
his attitude toward finding solutions for his 
own problems should tend to be improved as 
he watches others find satisfactory solutions for 
their problems. With this change in attitude 
solutions should eventually occur which should 
restore his self-respect and his sanity. It was 
on the basis of this line of reasoning that we set 
about to develop what has become the Round- 
Table technique of group psychotherapy. 

The aims and goals of Round-Table Psy- 
chotherapy are not to entertain the patient or 
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to help him fill his time during his stay in the 
hospital ; they are not to teach him cooperation 
or the art of getting along with people; they 
are not to instruct him in the principles of men- 
tal hygiene or in the dynamics of psychological 
processes. Rather, they are to enable him to 
perceive his problems in proper perspective and 
not as major catastrophes peculiar only to him- 
self; they are to help him develop an attitude 
of confidence that his problems can be solved 
and then to help him find solutions which are 
adequate and acceptable to himself and to soci- 
ety; they are to help him accept reality and in 
accepting it to make the best of it. 

All 25 patients on Ward 4 of the Woodson 
Building, a nonviolent female ward, were se- 
lected as the original female group. The se- 
lection was made solely on the basis of the con- 
venience of the ward. No concern was given to 
the diagnostic labels or classifications given to 
these patients when they were admitted to the 
hospital. In this group there were all types of 
schizophrenia, manic and depressed types of 
manic-depressive psychosis, various degrees of 
involutional melancholia, and reactive depres- 
sive forms of the psychoneuroses. No considera- 
tion was given to the length of time these pa- 
tients had been hospitalized. The duration of 
hospitalization for the group ranged from a 
few weeks to over two years. No consideration 
was given to the age of the patients. The age 
range extended from late adolescence to early 
senility. The composition of the group was 
heterogeneous in all respects except that none 
was violent enough to be on a violent ward, 
none showed any evidence of significant organ- 
ic patholoev, and all were females. 

From among these twenty-five patients we 
selected six who were accessible and coopera- 
tive. Each of these six was interviewed pri- 
vately for one hour. During the interview no 
reference was made to the condition of the pa- 
tient being interviewed. Instead, the first thirty 
minutes were spent discussing each of the five 
remaining selected patients, and the last thirty 
minutes were spent discussing in detail the con- 
dition of an wnimproved patient, diagnosed 
Manic-Depressive, Depressed Type, whom we 
shall identify as Patient X. These six selected 
patients were told that the entire ward would 
be assembled for a group meeting on the fol- 
lowing day, and that they and Patient X 
would be seated together at a table in the center 
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of the ward dining room. They were given 
the responsibility of getting Patient X to dis- 
cuss her symptoms and problems openly and of 
helping her work out satisfactory solutions for 
her problems. It was made clear that they 
would have complete control of the meeting 
and that they would do all the talking. The 
therapist and the remaining eighteen patients 
would be merely spectators. Patient X was 
then interviewed for an hour. The first thirty 
minutes of her interview were spent discussing 
the symptoms of the six selected patients, and 
the last thirty minutes were spent discussing 
her own condition. Also, she was told that she 
would be seated at a table with the selected six 
during the scheduled group meeting. She was 
not told, however, that each of the selected six 
had been primed to question her about her con- 
dition and her problems. 

On the following day all patients on the 
ward were assembled in the ward dining room. 
The six selected patients and Patient X were 
seated at a table in the center of the room. 
These seven patients were designated as the 
Round-Table Group. The remaining 18 pa- 
tients were seated around the periphery of the 
room and were designated as the Studio Audi- 
ence. Members of the Studio Audience were 
told that they could ask questions and direct 
comments to the Round-Table Group provided 
that their questions and comments pertained to 
some member of the Round Table. Otherwise, 
they were to remain silent and listen to the dis- 
cussions carried on by the Round-Table mem- 
bers. The therapist, seated with the Round- 
Table Group, opened the meeting by stating 
that this is a mental hospital, and that all pres- 
ent in the room except himself had been com- 
mitted here because of some mental disturb- 
ance. He then called the attention of all pres- 
ent to the Round-Table Group, and announced 
that no patient on the ward would be consid- 
ered for release from the hospital until such re- 
lease was recommended by a majority of the 
Round-Table members. Furthermore, he an- 
nounced that any patient recommended for re- 
lease by a majority of the Round-Table mem- 
bers would be taken before the hospital staff 
at the next regular staff meeting for parole or 
discharge consideration. While this was a radi- 
cal step to take, it did give the members of the 
Round Table a real responsibility rather than 
a play-like responsibility. This step also gave 
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the staff a feeling of uneasiness at first, but, af- 
ter eleven months, we are happy to report that 
only twice have the Round-Table members re- 
commended for release a patient whose release 
was not subsequently approved by the staff. In 
each instance the patient was returned to the 
ward and the reasons for not approving the re- 
lease were discussed with the members of the 
Round-Table Group. Nevertheless, we con- 
sider it important that every patient recom- 
mended for release by the Round-Table mem- 
bers be taken before the staff regardless of the 
patient’s condition or the opinion of the thera- 
pist. We believe that this procedure protects 
the role of the therapist and gives the patients 
of the Round Table a degree of freedom and 
responsibility which they would not have if the 
therapist exercised a veto power over their pro- 
ceedings. 

The Round-Table Group may, by majority 
vote, expel one of its own members. This right 
is exercised when a member refuses to partici- 
pate in the discussions. It is a rare occurrence, 
but it has happened on three or four occasions. 
The expelled member reverts to the Studio 
Audience. Also, the Round-Table Group may 
recommend that any patient on the ward who 
becomes particularly troublesome be transferred 
to another ward. Thus far seven patients have 
been recommended for transfer, and in each 
case the transfer has been accomplished.? Every 


2Other patients have been transferred for adminis- 
trative reasons, but this practice is being discouraged. 
It is, however, a strong tradition in this hospital. 


effort is made to comply with the recommenda- 
tions of the Round-Table Group, a policy 
which has been followed without difficulty be- 
cause the recommendations have always been 
reasonable. Vacancies which occur in the 
Round-Table Group when a patient is released 
or expelled are filled with members from the 
Studio Audience who are elected to member- 
ship by majority vote of the remaining Round- 
Table members. 

It is with considerable authority, therefore, 
that the members of the Round-Table Group 
pursue their discussions. Usually, one member 
assumes the chairmanship, but during a single 
session the chairmanship may shift from one 
patient to another. This is a spontaneous oc- 
currence. 

All twenty-five patients on Ward 5 of the 
Woodson Building, a nonviolent male ward, 
were selected as the original male group. The 
procedure was exactly the same as that de- 
scribed for the female group. 

The first Round-Table Psychotherapy ses- 
sion for each group, male and female, was held 
on February 7, 1949. Pertinent information 
concerning the seven patients who made up the 
first male Round-Table Group is given in 
Table 1. The same information concerning the 
seven patients who made up the first female 
Round-Table Group is given in Table 2. 

For obvious reasons the patients are identified 
by initials only. It is interesting to note that of 
the patients who participated in the original 
Round-Table discussions only one male and on- 


TABLE 1 





PERTINENT INFORMATION CONCERNING MEMBERS OF THE First MALe Rounp-Tasie Group 





Year of Commitments Status as of 
Patient Age Diagnosis Onset Previous Last Dec. 31, 1949 
Ba, ie 28 Psychoneurosis, 1948 None 12-22-48 Paroled (3-4-49) 
Reactive-Depression 
H. S. 47 Schizophrenia, 1948 None 11-4-48 Paroled (12-20-49) 
Paranoid 
°F, S. 57 Schizophrenia, 1939 None 10-11-48 Faroled (2-26-49) 
Paranoid 
cw. a Manic-Depressive, 1945 9-10-45 to 6-13-46 1-4-49 Paroled (3-11-49) 
Manic 
ma 44 Schizophrenia, 1947 None 10-21-48 Paroled (8-16-49) 
Simple 
*H.K. 43 Chronic Alcoholism 1949 None 1-24-49 Discharged (3-1-49) 
*C. A. 40 Schizophrenia, 1939 1-17-40 to 5-18-41 12-6-48 Transferred (5-26-49) 
Paranoid 





*These patients also received electric shock treatments. 
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TABLE 2 


























Year of Commitments Status as of 
Patient Age Diagnosis Onset Previous Last Dec. 31, 1949 
*R. M. 37. Schizophrenia, 1926 8-28-30 to 5-2-31 6-19-46 Paroled (2-9-49) 
Hebephrenic 5-28-32 to 11-12-35 
*D.M. 24 = Schizophrenia, 1948 None 12-8-48 Discharged (5-19-49) 
Paranoid (Paroled 2-16-49) 
*H.H. 53 = Involutional 1942 1-29-42 to 5-16-42 11-5-48 Discharged (11-28-49) 
Melancholia (Paroled 8-14-49) 
*M. M. 32 Schizophrenia, 1942 10-22-41 to 2-20-42 3-14-48 Paroled (3-12-49) 
Hebephrenic 1-22-45 to 8-28-45 
*M. L. 34 Schizophrenia, 1939 4-28-42 to 10-15-42 2-16-48 Paroled (12-3-49) 
Paranoid 
E. A. 53 Manic-Depressive, 1948 None 1-9-49 Paroled (2-26-49) 
Depressed 
M. H. 44 Involutional 1948 None 12-16-48 Transferred (2-16-49) 
Melancholia 





*These patients also received electric shock treatments. 


ly one female were in the hospital on December 
31, 1949. We are able to conclude, therefore, 
that Round-Table Psychotherapy did not ser- 
iously retard the recovery of twelve of the 
fourteen patients who were charter members 
of the groups. On the other hand, we havc no 
proof that it in any way contributed to their 
recovery. Our hypothesis is that it did con- 
tribute significantly, but this must be verified 
by appropriate research before we can arrive 
at any conclusions about the efficacy of the 
technique. 

Round-Table Psychotherapy meetings have 
been held three times a week, but we have no 
data from which to conclude that this fre- 
quency should be considered optimal. Perhaps 
the optimal frequency would be to hold a 
meeting every day or, perhaps, only once a 
week. Only through research can we discover 
what frequency, if any, should be considered 
optimal. Furthermore, we have no data from 
which to conclude how long a meeting should 
last. In the beginning weeks some meetings 
lasted for three hours, but even with these 
long sessions the patients were reluctant to ad- 
journ. It was not until May 5, 1949, unfor- 
tunately, that a recorder was made available 
for use during the meetings.’ Since that date 
the length of the tape on which the recording 
is made has determined the length of the 
meeting. With the introduction of the record- 
ing equipment it was announced to the group 


*We have two Model 810 Standard Magnetape 
Twin-Trax recorders. 





that, henceforth, the discussion period would 
be limited to exactly thirty minutes ; that every- 
thing said during the discussion period would 
be recorded ; and that the recordings would be 
played back to the group immediately following 
the discussion period. The patients accepted 
this procedure without protest. 

At the beginning of each meeting a non-di- 
rectional microphone is placed in the center of 
the table, and the patients are urged to keep 
the discussions lively so that a good recording 
will result. They are asked to pretend that 
they are in a broadcasting studio and getting 
ready to go on the air. The therapist acts as 
the radio announcer and, after warning them 
to get ready, announces that they are on. At 
the end of twenty-five minutes, he raises his 
hand to warn them that they have only five 
minutes remaining. The discussions are stopped 
promptly at the end of the thirty-minute dis- 
cussion period and the recording is immediately 
played back to the group.‘ It is obvious that 
some elements of psychodrama are present in 
this procedure. 

The presence of the microphone and the 
knowledge that a recording is being made 
seem to stimulate the patients to talk. Often, 
to avoid silent periods, patients will tell things 

*The senior author is concerned with the problem 
of determining the optimal time interval between 
the conclusion of a discussion period and the play- 
back of the recording. Is the play-back more effective 
when it immediately follows the discussion period ? 
What would be the effect of delaying it for twenty- 


four hours or until immediately preceding the next 
discussion period ? 
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about themselves which they otherwise might 
have concealed. Other patients hearing these 
personal revelations are stimulated to tell more 
about themselves. Sometimes the meetings be- 
come somewhat of a confessional or testimonial 
affair as patients realize that they will not be 
condemned for the things they have thought or 
done. The “pay-off’’ comes, however, when the 
recording is played back, for then each patient 
hears himself telling about his personal experi- 
ences and problems and about his feelings and 
attitudes toward himself and others. We be- 
lieve that the patient thereby gets an objective 
view of himself which he can get in no other 
way. There can be little doubt but that the pa- 
tients are deeply affected by what they hear 
themselves saying about themselves. Further- 
more, any criticisms which they make about 
their recorded remarks are criticisms of them- 
selves. Oftentimes it appears that this kind of 
self-criticism gives the patient insight and un- 
derstanding, whereas the same criticism coming 
from another person (e.g., the therapist) prob- 
ably would be rejected. 


Preceding each group meeting the therapist 
has a private interview with each member of 
the Round-Table Group. The length of these 
interviews varies from fifteen minutes to an 
hour. The patient being interviewed is not 
permitted to discuss his own condition with the 
therapist ; instead, he and the therapist discuss 
the condition of some other member of the 


Round-Table Group. 


The first patient interviewed, whom we shall iden- 
tify as Patient X, is permitted to discuss any of the 
remaining six members, but each of the remaining 
six is encouraged to discuss Patient X. The purpose 
of this is to prime the remaining six to cross-examine 
and to give helpful advice to Patient X during the 
next group meeting. The priming does not, however, 
consist of telling them what questions to ask nor of 
giving them direct information about Patient X. On 
the contrary, it consists mostly of questions asked 
about Patient X. “How is Frank getting along? Do 
you think there is anything wrong with his mind? 
If not, why do you suppose he was sent to this hos- 
pital? Do you think he would have been committed 
if there was nothing wrong with his mind? Can you 
find out what is wrong with him, or is he too smart 
for you?” 

If the history indicates that marital difficulties 
probably contributed to Frank’s condition, the thera- 
pist would continue somewhat as follows: “Do you 
suppose Frank was having trouble with his wife? 
Why not find out if he and his wife were having 
trouble? You know they must have had some dis- 


agreements at some time or other. Make him tell 
about his family spats. After all, he must learn to 
face reality! So make him talk! And keep asking 
him to explain or tell why! Don’t you think you 
should know all about him before you consider vot- 
ing for him to go home? Then make him talk! 
Keep after him! Make him face reality! Show him 
how by telling him some of your experiences. That 
will make him feel more like talking.” 

When the therapist thinks a patient is ready for 
parole he primes the other patients somewhat as fol- 
lows: “What do you think about Mary? Isn’t she 
getting along pretty well? Do you think she is ready 
to go home? If not, why not? Would you vote for 
her release? When the group meets tomorrow why 
don’t you make a motion that the group vote for 
Mary to go home?” 

On:the other hand, when a patient wants to re- 
commend a release for a patient who is not ready for 
parole, the therapist asks questions designed to indi- 
cate why the patient should not yet be considered for 
release. “Has he told you about his thoughts being 
broadcast all over the world? Do you think anyone 
could be in his right mind and believe that kind of 
nonsense? You aren’t going to let him make a fool 
out of you, are you? Let him know that you aren’t 
sticking your neck out until he explains this broad- 
casting business. Don’t let him evade your questions! 
Make him face reality! That is your responsibility, 
isn’t it?” 

If a patient consistently dominates and disrupts 
the Round-Table meetings, the therapist asks: 
“What do you think of Mary? She certainly tells you 
off, doesn’t she? How long are you going to let her 
get by with that? Does she have you bluffed? Why 
don’t the rest of you expel her from the table? How 
about doing that the first thing at the next meeting? 
It is your responsibility to help keep order there, and 
you have the authority to do it! You must teach her 
a lesson. Let her know she isn’t the whole show!” 

When a patient becomes such a disturbing influ- 
ence that transfer to another ward is warranted, the 
therapist asks, “Doesn’t Mary interfere quite a bit 
with the meetings? What do you think about her? 
How about voting her off the ward? All you need do 
vote that she be recommended for transfer. 
What do you think about doing that at the beginning 
of the next meeting?” 

When there is a vacanc: 


is to 


at the Round Table, the 
therapist asks: “Who do you think is ready to come 
up to the table? Do you think she is as ready as 
Mary? Why? Well, the vacancy must be filled at 
the next meeting. Be sure of the patient you recom- 
mend for it. Remember, Mary certainly is deserving 
of your consideration.” 


All interviews are conducted in a friendly 
manner, and sympathetic understanding is 
shown for the opinions expressed by the pa- 
tient. Directive statements are always of a gen- 
eral nature: “Don’t let her get by with that!” 
“Keep asking him why!” “Make him face re- 
ality!’ No decisions are made for the patient. 
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The therapist keeps asking questions but never 
insists on an answer. The patient is left free to 
act as he deems best during the Group meeting. 
Usually, however, this kind of questioning 
leads the patient to do what the therapist 
thinks is best. Nevertheless, when the perform- 
ance of the Round-Table Group is contrary 
to the hopes of the therapist, he does nothing 
but observe the proceedings. It is in this way, 
and only to this extent, that the therapist di- 
rects and controls the Group meetings. While 
it is our hypothesis that the success of Round- 
Table Psychotherapy depends upon the individ- 
ual interviews, this hypothesis must, of course, 
eventually be tested experimentally. 


Apparently there are no special qualifications 
which the therapist must have in order to do 
Round-Table Psychotherapy. So far as we 
know, anyone who during the interviews can 
limit his discussions to questions and general 
statements concerning a member of the Round- 
Table Group other than the one being inter- 
viewed, and who can refrain from entering in- 
to the group discussions, can do Round-Table 
Psychotherapy successfully. Since August, 
1949, a young protestant minister® has been 
successfully doing this kind of psychotherapy 
with one group of patients in this hospital. We 
can see no reason why intelligent and interested 
attendants could not be trained in this tech- 
nique. 


With the innovation of Round-Table Psy- 
chotherapy, disciplinary problems disappeared 
from the ward. The authority vested in the 
members of the Round-Table Group gives 
them status and prestige which helps them to 
regain their self-respect. Also, it gives them a 
sense of responsibility in the management of 
the ward. This improves their attitude toward 
the hospital and secures their full cooperation 
in the therapy program. The fact that they are 
patients has a stabilizing effect upon the other 
patients and raises patient morale. The other 
patients know that they must be elected to 
Round-Table membership and recommended 
for release by that group before they can go 
home. This, we believe, is a powerful incentive 
for cooperation with the Round-Table mem- 
bers and for good conduct at all times. Also, it 


5The Reverend Mr. Maurice H. McDowell, pastor 
of The First Congregational Church, St. Joseph, 
Missouri. 
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gives the other patients a reason to be inter- 
ested in the recovery and release of Round- 
Table members, for it is in this way that va- 
cancies usually occur which make possible their 
election to membership. Patients have been 
known to play politics and to use threats in 
their attempts to get themselves elected to fill 
a vacancy, but thus far only those who have 
merited this privilege have been elected. 

When the doctor visits the ward the patients 
no longer ask him when they can go home, for 
they know that he will merely refer them to the 
Round-Table Group. Since the Round-Table 
Group decides when a patient should be con- 
sidered for release, the patients no longer look 
upon the doctor as their jailer. ‘Thus he re- 
verts to his proper role of doctor, and this re- 
establishes the proper doctor-patient relation- 
ship in which the patient discusses his symptoms 
with the doctor, and the doctor prescribes the 
treatment. 

Every patient whose recommendation for 
release has been approved by the hospital staff 
has been able to discuss his mental illness in a 
normal and intelligent manner with the staff. 
In every case the patient has shown excellent 
insight and an adequate understanding of his 
illness. Also, each patient has had adequate 
and acceptable plans for meeting his problems 
and for adjusting to his failures. It is our im- 
pression that these patients have learned to 
face reality and that they are making the best 
of it. 

The best way to learn what actually happens 
during a Round-Table Psychotherapy meeting 
is to attend one of the meetings. Probably next 
best is to hear an unedited recording of one of 
the meetings. A series of such recordings is on 
file at this hospital. Probably third best is to 
read a transcript of one of the recordings. For 
this article we have transcribed a recording of 
a female group meeting. We selected our first 
recording, which was made May 5, 1949, even 
though the standard procedure which we have 
reported was not fully formulated at that time. 
There are two major discrepancies. In the first 
place, the therapist did occasionally enter into 
the discussions. This violation of principle may 
be rationalized as being partly due to the fact 
that the discussions were being recorded 
for the first time and partly due to the fact 
that it is extremely difficult for the therapist to 
resist the temptation to participate. Notwith- 
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standing, we subscribe to the principle that 
during the group discussions the therapist re- 
main an interested spectator rather than a par- 
ticipant. In the second place, two members of 
the Round-Table Group were being quartered 
on Ward W-2 directly below Ward W-4. 
They are referred to in Table 3 as Number 1 
and Number 5, and in Table 4 as M. H. and 
M. G. Notwithstanding, we subscribe to the 
principle that each group be limited to pa- 
tients quartered on the same ward. We have 
been able to adhere to this principle since the 
first of June, 1949. The transcript is presented 
with the caution that the printed word can- 
not express the feeling tone that colors the 
spoken word. Table 3 gives a brief description 
of the patients who participated as members of 
the Round Table when the recording was 
made. Six of these patients are identified by 
numbers, and one, Patient X, is identified by 
the letter X. In this way the reader will have 
available for each statement recorded some- 
thing about the patient who made the state- 
ment. These seven patients are all white fe- 
males from an urban environment. It was the 
first time at the table for Patient X. 
Pertinent information concerning each pa- 
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tient who attended the female Round-Table 
Psychotherapy meeting on May 5, 1949, is giv- 
en in Table 4. The first seven patients listed 
in Table 4 made up the Round-Table Group. 
These are the same patients and are listed in 
the same order as those reported in Table 3. 
The remaining eighteen patients listed in ‘Table 
4 made up the Studio Audience. Eventually, all 
but two of these eighteen were elected to 
Round-Table membership. The number of 
times each patient attended a Group meeting 
as a member of the Studio Audience and as a 
member of the Round-Table Group during 
the period from February 7, 1949 to December 
31, 1949, is indicated in the table. The ward 
population has been maintained by transferring 
to the ward patient replacements for those who 
were transferred from the ward or released 
from the hospital. The status as of December 
31, 1949, of each patient who attended this 
meeting on May 5, 1949, is provocative. Some 
patients evidently profited little if at all by 
their participation in Round-Table Psycho- 
therapy. Nevertheless, we are impressed by the 
fact that sixteen of the twenty-five had been 
released from the hospital prior to December 
31, 1949. From these data we conclude that 








TABLE 3 
COMMITMENT DESCRIPTION OF ROUND-TABLE Members, FEMALE Group, May 5, 1949 


Patient 














1 Forty-four years old, high school education, married, practical nurse, onset in Jan., 1948. When 

committed Feb. 18, 1949, she was oriented, but belligerent, noisy, irritable, suicidal and homicidal. 

She had auditory hallucinations and delusions of persecution. Diagnosed Schizophrenia, Paranoid. 

2 Thirty-eight years old, 6th grade education, divorced, domestic, first attack in 1938, present attack 
in Nov., 1948. When committed Nov. 24, 1948, she was apprehensive, confused, overtalkative, agi- 
tated, depressed, disoriented. Diagnosed Agitated Reactive Depression. 


Thirty-four years old, 8th grade education, separated from common-law husband, four children, 
waitress, previous attacks in 1941 and 1945, present attack in Oct., 1948. When committed Feb. 4, 
1949, she was combative, confused, emotionally unstable, and had delusions of persecution. 
nosed Schizophrenia, Simple. 


ee 


Diag- 


Twenty-eight years old, high school education, single, telephone operator, onset in Apr., 1946. 
When committed Sept. 17, 1947, she was seclusive, asocial, confused, and had outbursts of silly 
laughter. Diagnosed Schizophrenia, Hebephrenic. 


5 Thirty-nine years old, high school education, single, store clerk, onset in Jan., 1948. When com- 
mitted Feb. 14, 1948, she was retarded, oriented, had auditory hallucinations and delusions of 
reference. Diagnosed Schizophrenia, Paranoid. 


6 Thirty-four years old, education unknown but probably high school, divorced, one child, packer 
for meat company, onset in Oct., 1948. When committed Feb. 4, 1949, she was moody, depressed, 
confused, evasive. Patient was listed as Unclassified. 


Thirty-one years old, one year high school, married, two children, housewife, one previous attack 


date unknown, present attack in Jan., 1949. When committed Mar. 14, 1949, she was combative, 


confused, noisy, overtalkative, rude, distractible, agitated, suicidal. Diagnosed Manic-Depressive, 
Manic. 








428 WILLIS H. MCCANN AND ALBERT A. ALMADA 


TABLE 4 
INFORMATION AND FoL_Low-Up For EAcH PATIENT PRESENT AT THE FEMALE 
RouNbD-TABLE PsyCHOTHERAPY MeetTinc, May 5, 1949 


Number of Sessions 
Commitment Studio Round Status as of 
Patient Age Diagnosis Previous Last Audien Table Dec. 31, 1949 
*M. H. 44 Schizophrenia, None 1948 vy) 25 Patient (Ward DW-24) 
Paranoid 
oy. Hi. 38 Psychoneurosis, None 1948 11 20 Discharged (Oct. 14, 1949) 
Reactive Depression 
M. C. 34 Schizophrenia, 1945 1949 19 22 ~=—Patient (Ward W-2) 
Simple 
*K. S. 28 Schizophrenia, None 1947 13 83 Patient (Ward W-6) 
Hebephrenic 
M. G. 39 Schizophrenia, None 1948 36 92 Patient (Ward W-2) 
Paranoid 
V. K, 34 Unclassified None 1949 32 49 Discharged (Sept. 28, 1949) 
°F. B. 31 Manic-Depressive, None 1949 7 17. ~+Paroled (June 15, 1949) 
Manic 
*B. H. 36 ©Schizophrenia, None 1947 55 None Patient (Ward W-4) 
Paranoid 
*G. K. 59 Manic-Depressive, None 1949 21 3 Paroled (Aug. 23, 1949) 
Manic 
P. K. 62 Psych neurosis, None 1949 9 25 Paroled (Aug. 7, 1949) 
Reactive Depression ; 
*M. K. 33. Schizophrenia, None 1949 34 14 Paroled (Dec. 18, 1949) 
Paranoid 
*M. K. 62 Schizophrenia, None 1946 9 None Patient (Ward B-2 
Paranoid 
*H. B. 46 Schizophrenia, 1929 1949 60 1 Patient (Ward DW-10) 
tlebephrenic 1942 
"A.C. 41 Schizophrenic, None 1949 29 61 Paroled (Dec. 23, 1949) 
Paranoid 
*A.S. 32 Schizophrenia, None 1949 22 12 Paroled (July 26, 1949) 
Paranoid 
V. M. 42 Manic-Depressive, None 1949 10 5 Paroled (May 27, 1949) 
Depressed 
*F. B. 54 Unclassified None 1949 33 5 Paroled (Sept. 17, 1949) 
°F. J. $2 Schizophrenia, None 1949 15 6  Paroled (June 4, 1949) 
Mixed 
*v. P. 43 Schizophrenia, 1935 1946 49 3 Paroled (Aug. 31, 1949) 
Hebephrenic 
C.N. 40 Schizophrenia, None 1949 30 42 Patient (Ward W-2 
Paranoid 
*V.F. 42 Schizophrenia, None 1947 63 None Patient (Ward W-6) 
Paranoid 
*M. L. 34. Schizophrenia, 1942 1948 46 53 Paroled (Dec. 3, 1949) 
Paranoid 
D. B. 37. Schizophrenia, 1935 1949 9 3 Paroled (May 21, 1949) 
Catatonic 1937 
1940 
1942 
1943 
°P. L. $3 Involutional None 1949 55 7 Discharged (Nov. 5, 1949) 
Melancholia 
*M.S 32 Schizophrenia, None 1949 42 2 ~=Paroled (Aug. 14,1949) 
Hebephrenic 




















*These patients also received electric shock treatments. 




















ROUND-TABLE PSYCHOTHERAPY 


Round-Table Psychotherapy merits extensive 
research consideration. Perhaps further re- 
search also will disclose types of personalities 
for whom the technique is specifically indicated, 
and other types for whom it is contraindicated. 
In general, it seems very probable that Round 
-Table Psychotherapy accomplishes the three 
objectives of adequate treatment indicated by 
our major hypothesis. Every patient, without 
exception, has commented that hearing others 
tell about their problems and then hearing him- 
self during the play-back of the recording tell 
about his problems, has made his problems ap- 
pear less important by comparison. This re- 
valuation of his problems seems to open the 
way for him to gain a better understanding of 
himself and a clearer insight into his symptoms. 
Thus the first objective apparently is accomp- 
lished. The understanding attention which the 
patient receives from other members of the 
Round-Table and the sincerity of their efforts 
to help him face reality and find satisfactory 
solutions for his problems, eventually convince 
him that others will try to understand and 
help him if he will let them. Thus the second 
objective apparently is accomplished. As the pa- 
tient helps others find satisfactory solutions 
for problems which to him appear greater than 
his own, and as he sees these other patients go 
home, he eventually becomes convinced that 
satisfactory solutions can be found for his 
problems and that he can have hopes of return- 
ing home. This change in attitude enables him 
to face his problems and to determine exactly 
what they are so that he can cope with them. 


TRANSCRIPTION OF RECORDING 
RouNpD-TABLE PSYCHOTHERAPY 
May 5, 1949 


Therapist: Well, how are you doing, (No. 1) ? 

No. 1: Oh, I’m doing fine. Looking forward to go- 
ing to staff in the morning and to going home. 

Therapist: (No. 1), can you tell us how you got 
where you are? 

No. 1: Well, I just wasn’t—in the first place I 
wasn’t woman enough to face reality, the troubles I 
had. I buried my first husband and son in the same 
grave in the same week. I was a widow nine years 
with another daughter six years old, and I met a 
patient in the hospital and fell in love with him, 
married him and he was running around with the 
best girl—supposed to be the best girl friend I had. 
We were separated for a year. I took him back and 
this one night I had been on a case and came home, 
put the car in the garage, entered my home, and for 
some unknown reason I went to the downstair bed- 
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room, opened the door, and caught them both in bed 
in each other’s arms and I blew my top. Next thing 
I knew I had been confined in bed for seven weeks, 
eight days in St. Mary’s Hospital and the rest of the 
time at General. I was handcuffed and my feet were 
shackled. I was given paraldehyde and the strongest 
drugs they could give to quiet me. And I was told 
by leading psychiatrist of Missouri that the only 
place for me at that time was to be admitted to the 
State Hospital, St. Joe, Missouri. I rebelled against 
it, but I was told by a good friend it was the only 
thing to do. So I made up my mind to come on out, 
and I was admitted here February 18, 1948, 1:30. I 
was in the Woodson Building for six weeks. An at- 
tendant and I had a small argument amounting to 
nothing. I sassed her back and put my hand through 
a plate glass, was taken to a back ward—the vio- 
lent ward on DW-24, and was a patient there eight 
months. Dr. A and Miss M. thought that I should 
be given another chance to make a come-back and 
go out into the world, and I taken to the 
Woodson Building. I was there week and I 
became ill and I was taken to their small hospital 
and I was a patient there five weeks. I was brought 
back to Woodson 2 where I am now. 

No. 6: And you are improved and ready to go 
home, is that it? 

No. 1: Yes, I’m improved greatly. I don’t eat a 
whole lot. That’s about the only thing that I do 
think that when I do get out and get out in the fresh 
air — different surroundings and get back to the 
work I was in before I became ill, I think that 
will come back. 

No. 6: (No. 3), what do you want to ask her? 

No. 3: Well, (No. 1), do you think you will want 
to go right back to work? You know, like you was 
doing before, or do you want to take something 
lighter to begin with? 

No. 1: You know, that’s the only thing I know, 
is nursing. 

No. 3: Nursing. 

No. 1: That’s the only thing I know. I’ve done it 
for 23 years. 

No. 3: Well, what I mean by that, how about 
taking just a private case, you know. 

No. 1: Well, that’s what I am going to do, private 
duty, until I can get strong, strong, and see that I 
can make — and then I’m going back into surgery. 
That’s what I like. ’'ll only have my child and my 
child’s raised now and on her own, and I'll only 
have myself and I’m not going back to Mr. —. 

No. 3: You don’t have any — 

No. 1: We'll be friends, but that’s all. And so I 
can’t afford to take it much easier than I have been 
doing. 

No. 3: You have your home ready to go back to? 

No. 1: I have a home, yes. It’s rented out so I'll 
go back to my aunt’s and I thought — I’m not going 
in — I don’t intend to keep house because it’s too 
strenuous to work and to keep house, too. Just for my- 
self, I’ll probably take a small hotel or apartment. 

No. 6: Are you going to work right away or are 
you gonna just relax? 

No. 1: No, I'll lay around for two weeks. 


was 


one 
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No. 6: Well, (No. 4), do you have anything you 
would like to ask her? 

No. 4: No, I think that’s a very complete story. 

No. 6: How about you, would you like to ask her 
a question, (No. 2) ? 

No. 2: I don’t know what it would be. It seems like 
she seems to know what she is doing. 

No. 6: (Patient X), would you like to ask (No. 1) 
a question? 

Patient X: No, I think (No. 1) capable of taking 
care of (No. 1). 

No. 6: I see. 

Patient X: She knows what she’s doing. She’s had 
nursing, I had nursing, too. I knew when I came 
up here that I — 

No. 6: (No. 5), would you like to ask her a ques- 
tion, honey? 

No. 5: No, I don’t think so. 

No. 6: Well, from all appearance, I think (No. 1) 
is ready to go home, and I’m glad to see her go home 
and I hope she has everything convenient for her 
and she makes it fine. 

No. 1: Thank you very much, thank you all. 
You’ve all helped in more ways than you'll ever 
know to set me on my track, because when I was 
brought back here to the ward, I didn’t want to be 
put on this ward and I had a chip on my shoulder 
and I had to be restrained. You know several of 
you had to help feed me. I was in a strait jacket 
for twenty-one days and I was so desperate that I 
tried to take my life, only being stopped by an at- 
tendant being on guard and I had to learn to obey. 
But I had been promised so many things in here and 
out of here, that I didn’t trust nobody. When they 
told me something, well, I just looked at them and 
paid attention while they were talking, and when 
they turned their back, I turned mine, too, and I 
just waited for developments. 

No. 6: You feel different now, is that — 

No. 1: Yes. I was told that whatever was prom- 
ised to me in this building would be carried out. I 
had to learn obedience. 

No. 6: The group meetings have helped you a lot? 

No. 1: The group meetings have helped me and 
I think it’s helped anyone who has ever participated 
in them because it gives you freedom of speech and 
I think where my fault was, that I was afraid to 
talk. I didn’t — my daughter was a young lady and 
she had good schooling and her friends and I didn’t 
want them to know the conditions of home, and Mr. 
— was her step-father, of course, and him running 
around and I didn’t want a blemish on her, and I 
kept my mouth shut. And, instead of doing eight- 
hour duty like I am supposed to do, I’d double up, 
anything and everything to keep away from him. 
Where, if I should’ve had a clean bill and talked 
it out and parted good friends, I don’t think I'd 
have ever landed up here. But I’m not afraid to 
talk to nobody any more. 

No. 6: I know how you feel, I had the same ex- 
perience. 

No. 3: Well, I can say one thing for (No1), I have 
noticed a big change in her the last week. I don’t 
know — she seems — today when I walked in down 
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there at the Gray Ladies, I was surprised to see her 
so happy. I wondered what had happened. I really, 
I never seen her, I never seen you look better, 
I really didn’t. And you act like you enjoy every- 
thing. 

No. 1: Well, if you have a load on your mind and 
you know you can’t be happy, you know you can’t 
talk and you are afraid to talk, you don’t know who 
to talk to and you never know when they’re — when 
you’re gonna be made fun of — your stories gonna 
be made fun of, or they’re really gonna take it se- 
riously. When you find out that you have got friends 
that will help you and stand by you, that means a 
lot. Because I didn’t trust even my fellow men, nor 
God, nor nobody else. 

No. 3: You mean you didn’t even trust yourself to 
talk? 

Patient X: No. No, she didn’t. 

No. 1: I had no trust in anyone, where I didn’t 
have no trust in anyone, I didn’t have no trust in 
the doctor, I didn’t have no trust in myself. 

No. 3: I don’t remember seeing you myself. 

No. 1: I talked, yes, I’ve always talked, but I just 
didn’t have — just no trust in them. 

No. 6: Well, (No. 1), I see a great improvement 
in you and I’m very glad to see it. 

No. 1: Thank you very much. 

No. 6: Certainly have. You look a lot better, ac- 
tions and everything. 

No. 3: I believe you’ve gained weight, haven’t 
you? 

No. 1: Ten pounds. 

No. 3: Well I thought so, that’s what makes you 
look so much better. 

No. 6: Yes. (laughter) 

No. 3: Even if you have got your teeth out. 

No. 1: You believe it. (laughter) Oh, shoot. 

No. 3: That don’t hurt us any does it, (No. 1) ? 
(laughter) If I had known I was going to stay here 
this long, I’d had mine fixed. 

No. 1: You’d have plenty of time. 

No. 3: I don’t know, I might have ’em fixed, stay- 
ing here this long. I don’t know, I may have plenty 
of time yet. What ya think— 

Therapist: You've had plenty of time to grow a 
new set while you have been waiting here. 

No. 3: God, I could have grown two or three. 

No. 6: Oh, shoot. 

Therapist: Well, how do you feel, (No. 2) ? 

No. 2: Well, I’m alittle bit nervous. 

Therapist: Are you? Tell us about it. How you 
came in here the first time. 

No. 2: Well, I — some woman wanted to be a 
medium. She — I knew her for years. She used to be 
a pretty nice woman. She married some fellow. 
Seemed like after she married him, she got off on 
the wrong track. She got my mind all mixed up 
with — she twisted the Bible around, got sex in it 
and un-normal way, and all that stuff got my mind 
all messed up. 

No. 1: Do you remember coming in here, (No. 2) ? 

No. 2: No. 

No. 1: You remember vourself on Ward 6? Is your 
mind straightened out now? 
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No. 2: Well, it’s better today. 

No. 1: Better than it was? 

No. 2: I’m seeing things, seeing my mistakes and 
realize now that I should never have listened to her. 

No. 1: You know sex never enters the Bible? You 
know that don’t you? 

No. 2: No I, I don’t believe it does either. No, it 
doesn’t. 

No. 6: How long was you with that woman, (No. 
2)? 

No. 2: Well, I’ve known her for about nine years, 
but after she married this fellow, it seem like she 
was different. 

No. 6: Well, was you at her home when all this 
was taking place or your home or only visiting with 
her? 

No. 2: I was — I went to her place and she had 
us to write, sit down and write, and she passed the 
cigarettes around and I heard that she, that she 
probably had marijuana in them. 

No. 1: That she probably had marijuana. 

No. 2: Um hum. 

No. 6: You actually took part in what she, a, in 
her program, in what she was — 

No. 2: Well I, I started in on it and before I re- 
alized what I was doing, before I realized it wasn’t 
right, I just — 

No. 6: Were you taken from there to another hos- 
pital, or what happened in between that time you 
were in General? 

No. 2: I was taken to General first, then over here. 

No. 6: I see. Well, you were pretty well upset. I 
understand you to say that you feel like you'll never 
get that out of your system, and do you think you 
will? 

No. 2: Oh, I think I will in time. That is, I think 
I'll forget it in time. 

No. 1: Did she say sex abnormally? 

Patient X: Yes, I was wondering what she said. 

No. 1: Well, you didn’t have sex abnormally, did 
you? 

No. 2: Oh, I started to and before I realized — 

No. 1: You realized it was wrong. 

No. 2: Yea. 

No. 1: You wouldn’t go back into that again 
surely. 

No. 2: I never want to, no. 

No. 1: You never want to, you’ve got to make up 
your mind you won't! 

No. 2: Well, I don’t intend to, ever. 

No. 1: Because you know that isn’t right. 

No. 2: No, it’s not. 

No. 1: Not for you nor the other party. For your 
health. 

No. 2: It’s just that your health is what it is, I 
think. 

No. 1: Well, did you smoke some of the cigarettes? 

No. 2: Yes, I smoked cigarettes. I didn’t realize that 
there was anything wrong with them. 

No. 1: Didn’t you get drowsy, sleepy? Didn’t they 
make you feel good or something? 

No. 2: Well, I don’t know. I got where I couldn’t 
do my work, over at work. 

No. 1: While you were smoking these cigarettes, 
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didn’t sex abnormally acure — occur during that 
time? No? Wasn’t that why she wanted you smoking 
those because you’d be under — under the influence 
of that and wouldn’t — your mind wouldn’t be 
functioning normally? 

No. 2: I think it was. 

No. 1: When you left General, you say you re- 
member coming in here the first time. Well this last 
time that you were home, were you in the environ- 
ment of that again, or — No? Well, what brought 
you back the second time? 

No. 2: Oh, my folks —I don’t know — they got — 
I got nervous and tight and they’d get worked up. 

No. 1: Isn’t a — isn’t your nerves, your condition, 
your nerves relating to the fact that you haven’t got 
that abnormal sex out of your mind yet and that’s 
preying on your mind? 

No. 2: I don’t want anything to do with any- 
thing — 

No. 1: No, I didn’t say you did. I said you haven't 
got it clear out of your mind. 

No. 2: Well, I — my mistakes I made, I worry 
over getting — 

No. 1: You know we all make mistakes and we 
shouldn’t live with them. We should forget that. 
Acknowledge we done it and make the best of it. We 
can’t live with mistakes. 

No. 2: Sorta disgrace to my folks, I feel I — to 
get mixed up in such a situation. 

No. 1: Well, your folks, if they’re good, they'll 
stand by you and they probably make mistakes. Not 
that way, but we’ve all made mistakes. The best 
thing now is to forget that. 

No. 3: Do you think that people’ll 
against ya? 

No. 2: Well, I hope not. 

Therapist: Wonder if she had shock treatment the 
last time she was here? 

No. 1: She had gonorrheal infection. 

Therapist: Did — what do you think about, do 
you think we ought to give her any more shock, or do 
you think that we, that we ought to try to get her 
better without it? 

No. 1: I'd let her get better on — see if you can 
get her better on her own power. And not resort to 
shock. 

No. 3: I think so too. Cause (No. 2) don’t — she 
don’t act like — you know — you can talk to her. 
What I mean, now sometimes I know some of the 
girls that you put on shock, you could talk to ‘em 
and then they wouldn’t talk right, and after they 
took shock, well, they talked better. But, (No. 2) 
doesn’t do that. She seems to hold a conversation all 
right. 

No. 6: Um hum. She holds a conversation right 
along with anyone that will talk to her, or anything 
like that. 

No. 3: I think a3 long as she goes along as she is 
now, that I don’t see any need for shock right now 
myself. 

No. 6: If she could just get over that feeling of 
not being able to forgive herself of what she did. 
She will always hate herself for doing what she did. 

No. 2: Oh, I don’t — I hate what I done, I don’t 
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hate myself. I hate to get mixed up in anything like 
that. 

No. 3: Well, don’t you think you can forget that 
in time, though ? 

No. 2: Yes, I do. I think it will all be worked out 
in time. 

No. 3: Well, do you think it’s going to take 
a long time, or what? 

No. 2: No, I don’t think it will. I think just quit 
talking about it. 

No. 3: You know what’s going to happen — 

No. 2: And forget it. 

No. 3: If you just make up your mind though, 
you’ve got to face reality. 

No. 6: No, that’s the only thing to do. You've got 
to face reality. 

No. 1: You’ve got to face reality. Face reality and 
talk about it. That’s the only way you can — 

No. 3: That’s the only way you can get better. 

No. 1: My heart got broken the first time I had to 
talk on this group meeting. Bringing up my husband 
and my child, I just thought I couldn’t stand it. I 
think we all do. 

No. 6: We all felt that way. 

No. 1: The more I talked about it— why the — 
why his memory will always be wonderful to me. 
But I can talk about it now, and there’s no tears 
yet, because I’ve just made myself talk and that’s 
what you've got to do. At the same time, you’ve got 
to make up your mind that it’ll never happen again. 
Then you can do it. 

No. 6: Well, did you come up here this last time 
with your folks, or — 

No. 2: Yea, my folks brought me. They said they 
were going to bring me for a visit to doctor. 

No. 6: Um hum. 

No. 2: I didn’t realize I was going to have to 
stay. 

No. 6: Well, when we go away from here, in two 
weeks we're all supposed to come back. 

No. 3: Made a long visit, didn’t she? 

No. 2: They said I wouldn’t have to stay, and I 
felt better really when I was home. 

No. 4: Than you do now? 

: No. 2: Yes, I felt more at ease and I, I felt better. 

No. 1: Isn’t it the idea that you don’t feel so good 
now, is cause you’re back for the second time? 

No. 2: Yes, I think so. I kinda — 

No. 1: Well, you know there’s a lot of them back 
here that have been here for years and years. I know 
a girl that’s been here for 19 years. She’s never had 
that chance to go out. So you went out and saw 
your folks, and you seen your mistakes, and they 
thought — deemed it wise that you come back awhile 
and make the best of it. 

No. 2: They thought maybe I'd get a rest. 

Therapist: How long you been here, (No. 5) ? 

No. 5: Oh, a year last January. 

Therapist: How long have you been here? 

No. 4: Um, about five months, something like that. 
Four or five months. 

Therapist: I mean how much time before? 

No. 4: Oh, before, I was here about a year. Before 
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the last time I came, this time that is. 

No. 6: How long were you here before, (No. 2). 
The first time? 

No. 2: ’Bout two months. 

Therapist: She had shock treatment? 

No. 2: I’ve had shocks before. This is the third 
time. 

No. 1: How many times you been in here? This is 
second time you’ve been here? 


No. 2: Second time I’ve been here. 

No. 1: Where’d you have shock, in General, too? 
No. 2: No, in the Northeast. 

No. 1: Northeast Orthopedic? 

No. 2: Northeast Hospital in Kansas City. 


No. 1: That’s Osteopathic, isn’t it? 

Patient X: That’s an osteopathic hospital there. 

No. 3: Didn’t you say they gave you shock in your 
arm some way? 

No. 2: Hun hu. I never heard of that. 

Patient X: Yes, they do. Now they do over at 
Winter VA at Menninger’s. I know that for a posi- 
tive fact because I have been going over there my- 
self. They even wanted me to stay over there. You 
see—my brother—I was his attendant. You 
could’ve stayed in a government hospital, but my 
husband told me I thought more of my brother than 
I did of him. So, I just politely brought myself up 
here. I went to the sheriff’s office at one o’clock at 
night. I went three times before he’d admit me and 
bring me. I wanted to come. 

No. 1: You're getting along better aren’t you, 
Patient X? 

Patient X: Well, I am better, yes. I — the way it 
was at home, too many people wanted me to work 
for them. I am steady and reliable work and Went- 
worth is missing me. Colonel S. and a whole lot of 
them. But they’re going to keep on missing me when 
I go back — when I go back, because I’m positively 
am not going back. I may go back to work for Dr. 
W — or I may go back to the dentist office and do 
some light stenographer work or something like 
that, but I am not positively going back to all that 
whole — a faculty that I have been working for 
on the campus for three or four bucks. No, I’ve 
definitely given that up. 


No. 1: Well, you’re on shock aren’t you? 

Patient X: Yea, I’m on shock. 

No. 1: Don’t you think it’s doing you good? 

Patient X: Oh yes, positively. I’m sure. 

No. 1: You remember being brought in here? 

Patient X: Oh, ves. 

No. 1: What was your condition? 

Patient X: I wasn’t bad when I came in. 

No. 1: You weren’t? 

Patient X: No, I was just overworked. 

No. 1: You know what this place is? 

Patient X: Yes, I know. My cousin just went home 
not long ago. 

No. 1: What is it? 

Patient X: This is an insane asylum. (laughter) 
You wanted me to tell you what it is. 

No. 1: Well sure. 

Patient X: Well, H has been here. My 
cousin, H ——, has been here for quite some time 
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and his wife took him home. But how long he was 
positively here, I wouldn’t say. 

No. 1: Do you think the doctors, and attendants, 
and patients and these, these classes are helping you? 

Patient X: Why sure, they’re helping me. They 
helped my brother at Menninger’s; they helped me 
at Menninger’s. I’ve been going over taking treat- 
ments at Menninger’s — a — group treatments like 
this. Sitting talking to the doctor and my brother 
and whatever attendants on the ward. I had been 
goin’ over taking some lectures from them and they 
wanted me to stay over there. 

No. 1: You’d been taking shock before you was 
brought up here? 

Patient X: No, I’d never taken shock before. 

No. 1: You never had shock before, and this is 
your first time here? 

Patient X: This is my first time here, but this isn’t 
my first time to a mental institution. And I have 
taken care of a psychiatric case for three long years. 

No. 6: Well, just what brought you here? What 
caused your break-down? 

Patient X: Well, I really didn’t have a break- 
down, completely. The trouble was — my brother 
at Excelsior Springs is an insurance agent and he 
thought he was smart. Well, my brother had to have 
some money and he was positive he wasn’t going to 
help do anything. So, he came to my house and he 
tried to tell me not to do anything and I told him, 
“Now get out!” 

No. 1: What do you mean, not to do anything? 

Patient X: Well, he didn’t want me to go up, up- 
town and have some papers signed so my brother 
could get his pension. And the doctor, Dr. S— at VA 
told me that I would have to have something for him 
to rely on as soon as he would be on an open ward 
and that would be in two weeks. So he was, he was 
through his insulin shock treatments. 

No. 6: Well look, we don’t have to have just every 
little detail like that. Can’t we just get down to 
what put you in here without — 

Patient X: Well, that’s what put me in here. Was 
the idea that I was doing my work at home, working 
at Wentworth, and I wasn’t stopping at night. When 
they’d all go to bed, I’d get up and go to work and 
clean my house up and do my houswork. You see. 
And I had a girl and I did my washing and ironing. 
I have a mangle — I have a mangle. I do my own 
washing and mangle my own clothes, and I’d get up 
way late at night and my husband didn’t like it. 

No. 1: Do you and your husband get along pretty 
good ? 

Patient X: Oh yea, we always did get along. 

No. 6: Then your trouble was just overwork. Is 
that it? 

Patient X: Might be. He just didn’t want me to 
work. That’s all the whole plan. In fact, I’ve worked 
all my life. 

No. 6: Do you and your husband have trouble 
over your working? 

Patient X: No. 

No. 1: Do you think there was anything wrong 
with your mind when you was admitted here? 

Patient X: No, there definitely wasn’t a whole lot 
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wrong with my mind. I was nervously upset. I 
knew that. 

No. 1: You know that this is one place — this is 
one institution that — 

No. 3: You mean you can come to this institution 
when there is nothing mentally wrong with you? 
You think we believe that? 

Patient X: No, I’ve been — listen, I have been 
nervously upset for years. In fact, I have had — 

No. 3: You’ve been mentally nervously upset. 

Patient X: I have been upset because my mother 
was sick. 

No. 1: You wouldn’t be mentally nervously upset if 


she wasn’t clear upset. You — any mental cases in 
the first attacks of — of mental cases, you’re mental- 
ly upset. 


No. 3: Can they bring you in this institution with- 
out something being wrong with your mind? They 
could just bring you here for overwork? 

Patient X: I made them bring me here. I posi- 
tively went up twice, three times. 

No. 3: You mean they made you come. 

Patient X: No, they didn’t. (laughter) Let’s all 
get this straight now, before I — you get all crossed 
up. See Dr. P. is the doctor at Wentworth. 
All right, Dr. W is a doctor — is my doctor. 

No. 6: Well who brought you up here? 

Patient X: And the sheriff brought me up here. 
After he had went through a lot of rigamarole, I 
wrote to a doctor. 

No. 6: You went to court didn’t you? 

Patient X: No, I never went to a court. 

No. 1: Well, any time a sheriff brings you up here, 
it’s through a court order or you don’t come with the 
sheriff. 

Patient X: Well, now listen — wait a minute — 
they had a lawyer. 

No. 1: I had one, too, but I’m still here. (laughter) 

No. 3: I had one, too. (laughter) That’s a good 
one! 

Patient X: In other words, I’m mixed up in poli- 
tics and have been a long time. 

No. 3: Oh, and your politics has help you to — 

Patient X: Well. (laughter) 

No. 4 and No. 1: (voices become high, loud and 
indistinct. ) 

Patient X: Now 
(more laughter) 

No. 6: Boy, you’re high-hat aren’t you? 

Patient X: The sheriff is a Republican. All right. 
He and his wife and I were in the hospital. The 
same doctor operated on us. The same doctor treated 
us. 

Therapist: Was he a Republican doctor? (laugh- 
ter) 

Patient X: He’s — he’s a Republican and I’m a 
Democrat. All right. (more indiscernible talk) His 
wife and I are very good friends. She teaches school. 

No. 3: You got the doctor sweating. (laughter) 

Patient X: I think they had me sweating before 
— (laughter.) 

No. 6: Well, do you remember some of the things 
you’ve done since you’ve been on the ward here? 

Patient X: Oh yes, I’ve done some right silly 








wait a minute. You see I — 
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things. I got aggravated at a girl there. I give her 
a chiro treatment of her back (laughter) and the 
crazy fool, she kept me up all night and I knocked 
about thirty-three windows out, and, well, they 
brought me back upstairs. 

No. 2: And you tore up a mattress after you got 
up here. 

Patient X: Oh Lord. 

No. 3: How did you cut that mattress. With your 
fingers or your teeth? 

No. 1: Oh, it’s just strung together. It’s very easy 
done. 

No: 3. Is it? 

No. 1: You just break that string and you can 
bring the whole thing out. 

No. 6: How can you tear it to ribbons, have it all 
over the window sills and all over everything. 

No. 1: Oh, you can do that. (everyone talking at 
once) 

Therapist: Do you think we ought to give her 
any more shock? 

No. 1: Yes, absolutely. 

Patient X: Oh, don’t do that away. 

No. 1: Oh. yes. 

Therapist: You don’t mind, do you, really? 

Patient X: No, I don’t honestly. Tell you the 
truth, I don’t mind the shock at all. 

No. 1: Do you good. They get you well, so what 
do you care? 

Patient X: Well, I never was very nervous. 


No. 1: What do you think, (No. 2)? 

No. 2: I hope not. 

No. 1: No hurry, huh? 

No. 2: Well, I don’t know. I don’t like to judge 
that 

No. 1: Well, we're not judging. We’re just — 

No. 2: I’m not a doctor. I don’t know. 


No. 1: Well, it’s — he — he won't give them un- 
less he thinks it’s best anyway, but he wants the re- 
action of the patients. 

Therapist: Do you think they’re doing her any 
good ? 

No. 2: I think they’ve helped her, yes. 

Patient X: Oh, naturally. I don’t see why they 
wouldn’t help you. 

No. 1: What do you say, (No. 4) ? 

Patient X: You know, I honestly — I don’t believe 
I’m nervous now though. To say that I need one now, 
I don’t think T need any more. 

Therapist: You think we ought to wait a few days 
before we try some more? 

Patient X: Well now listen, Dr. A—, I don’t 
think I’m bad because my nervous condition is com- 
pletely gone as far as my feelings are concerned. 

Therapist: What do you think about it, (No. 4) ? 

No. 4: She seems pretty well settled. It might be a 
good idea to wait a little while. 

No. 1: Yes, but if you wait a little while, there is 
a chance of a relapse in there. 

No. 4: Well, not too long. 

No. 1: A lot of times that a patient is taken off 
shock, too — too quick. 

No. 6: That is up to the person themselves, I think. 

No. 1: I took insulin shock, but I never took no 
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electric shock. 

Therapist: What do you say we give her a couple 
more days and see how she gets along? 

No. 3: That’s what I think. I think that then — 
then she could show whether she needs it or not, 
more so than now. 

Therapist: But you’re not afraid of them, are you? 

Patient X: No, definitely. I’m not afraid of any 
kind of shock because — see I went over there 
where they give insulin shots and my brother says 
insulin shots make you sick. Well, insulin shots 
won’t hurt you. He says you are regularly sick. Yea, 
but — (everyone talking simultaneously) My little 
brother, I shouldn’t say that, he’s 22 years old. But 
anyhow, he isn’t afraid of ’em and he and I got 
along swell. If my other brother would have coop- 
erated and helped me, I wouldn’t have been here. 

No. 1: How’s your appetite? 

Patient X: My appetite? I have plenty of appetite. 
I always did. 

No. 1: Do you sleep good? 

Patient X: Yes, definitely. 

No. 1: How is she getting along on the ward — 
on the ward with the rest of the patients? 

No. 6: Well, she has been doing fine. She has been 
crocheting and just sitting around talking to ’em. She 
hasn’t been excited or disturbed or anything. 

Patient X: It doesn’t bother me because I’ve been 
used to doing this: if I had my own work here to do. 

No. 6: She is nothing like she was here before she 
started on shocks. 

Therapist: Let’s talk to (No. 3) here now. (No. 
3), how about you telling us about how you got 
in here? 

No. 3: Well, I made my first mistake, my big mis- 
take — one thing that brought me here — twelve 
years ago I was working in a place and a man came 
in and I said then that’s the man I wanted. Well, of 
course, this was a rooming house I was working in 
— I rented him a room and I thought no more about 
him and I went on to bed. Then the next day, well, 
he got to talking and I heard him — overheard what 
he said without him even knowing that I was around. 
Come to — him talk — well, he was friends with 
this old lady that I was working for. Course I’d 
known about all my life — that made us a little bit 
in common. So he asked me for a date then and we 
went out on a date that night and I dated him for 
three weeks. After three weeks’ time, we was married 
as common-law and he became my common-law 
husband. We left Missouri and went to Oklahoma 
to live. We made our home out there on a big ranch 
about three years. During this time, I had two chil- 
dren a little girl and a little boy. My daughter is 
now ten. And then we came back to Missouri then, 
’41 and I had two more children. 

No. 1: By the same man? 

No. 3: By the same man. 

No. 1: Common-law ? 

No. 3: I lived with him eight years as his com- 
mon-law wife and when my last baby was born, 
well in February, just before the baby was born in 
April, he left, and he left a good job. He was 
making $1.89 an hour. Course that was during the 
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war. He was a foreman over a construction crew 
and that’s all I know. I don’t know what his duties 
was or anything, but I know he had fourteen men 
in the crew. Well, him and this fourteen men left 
Kansas and he told me two weeks before they went 
that they were going and we talked about it, and 
so he just pulled out in a snow-storm, the worst 
we'd had that year. Then he went to Pasadena, 
Washington, and he was gone for, well it was in 
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February and then he didn’t come back until after 
the baby was born. When the baby was born, or 
about to be born, well, they sent him a telegram. 
The doctor took it upon hisself to see that the Mis- 
ter got back. So they brought him back and, of 
course, he had to stand good for the cost of every- 
thing. He didn’t look at the baby for three days. 


Received January 25, 1950. 








A COMPARISON OF THERAPEUTIC RELATIONSHIPS 
IN PSYCHOANALYTIC, NONDIRECTIVE AND 
ADLERIAN THERAPY 


FRED E. FIEDLER’ 
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HE interpersonal or therapeutic relation- 

ship between the patient and his thera- 

pist has been considered a sine qua non 
by practically all major writers in this field. 
Yet, despite this fundamental agreement on the 
importance of a good therapeutic relationship, 
one is struck by the radical disagreements in 
the literature as to what this “good” thera- 
peutic relationship is and how it is to be cre- 
ated [1, pp. 32-47; 3; 7, p. 3; 9, pp. 208-209; 
13, pp. 273-279; 16, pp. 116-117; 19; 22). 


A previous paper by the writer [6] has dem- 
onstrated that expert therapists of various 
schools, when forced to use the same language, 
agree more with experts of other schools than 
they do with the less expert within their own 
school in describing their concept of the ideal 
therapeutic relationship (the Ideal). This sug- 
gests that all therapists attempt to create a rela- 
tionship which is essentially the same from 
school to school. The central problem of this 
investigation has been to see whether they ac- 
tually achieve this goal and, if they differ in 
the relationship which they create, in what 
particular aspect of the relationship this dif- 
ference is to be found. 


The underlying rationale is basically as 
follows: The therapeutic relationship may be 
primarily a function of the theory and method 
which the therapist utilizes (this is the pre- 
vailing professional opinion), or it may be a 
function of the therapist’s expertness. If, as this 
writer and others believe [e.g., 19], the thera- 
peutic relationship is the core of therapy, then 
we must expect that good therapists of any 
school will create an essentially similar rela- 
tionship and that their relationships will differ 


1The writer wishes to express his deepest gratitude 
to Drs. J. G. Miller, C. R. Rogers, D. W. Fiske, E. 
H. Porter, Jr., and Hedda Bolgar of the University 
of Chicago, and Dr. William Stephenson of Oxford 
University, visiting professor at the University of 
Chicago, for their supervision and criticism of this 
study, and to the participating therapists and patients 
for their cooperation. 


less among each other than with the less expert 
within their own school. 


Three of the major schools have here been 
compared: the psychoanalytic because in me- 
thodology and theory it probably represents 
today the most consistent system and provides 
its practitioners with the most extensive train- 
ing, and the nondirective and the Adlerian (In- 
dividual Psychology) because they represent 
the extremes on the dimension of intervention 
vs. nonintervention on the part of the therapist. 


Most previous studies in the area of the 
therapeutic relationship have concerned them- 
selves with anecdotal accounts of the patient’s 
attitudes toward the therapist. An exception is 
a study by Gump [8] which compared a psy- 
choanalytic case with nondirective cases in 
terms of verbal interaction. The present study 
takes as its basic unit the entire therapy hour 
and concerns itself primarily with the thera- 
pist’s feelings toward the patient as these feel- 
ings affect the therapeutic climate. 


DESIGN OF THE INVESTIGATION 


Hypotheses. The following hypotheses have 
been tested: 

1. Relationships created by experts will ap- 
proximate the generally accepted concept of the 
“Ideal Therapeutic Relationship” more closely 
than will relationships created by therapists 
who are not considered experts. 

2. The relationship between patient and 
therapist, as defined by the population of des- 
criptive traits used in this study, is determined 
more by the expertness of the therapist than by 
his theoretical orientation or therapeutic tech- 
nique. Experts of different schools will, there- 
fore, create relationships more similar to each 
other than to relationships created by nonex- 
perts of the same school. 

3. Experts (as defined by their reputation) 
will differ from nonexperts by their greater 
ability to communicate with and understand 
their patients ; maintain an emotionally proper 
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distance with the patient (i.e., neither too dis- 
tant nor too close) ; and divest themselves of 
status concern in regard to their patients, 
treating them as equals rather than as superior 
or inferior in social and intellectual status. 


Procedure. Ten electrically recorded therapy 
interviews were obtained from ten psycho- 
therapists representing the psychoanalytic, the 
nondirective, and the Adlerian schools of thera- 
py. The therapists were so chosen that at least 
one from each school enjoys national reputa- 
tion as an expert and one therapist from each 
school is considered a novice. The psychoana- 
lytic and the nondirective schools each con- 
tributed two additional therapists, one of whom 
is considered an expert and one a nonexpert. 
Therapists trained in different theories and me- 
thods cannot, of course, be expected to create 
the same type of relationship if the relationship 
is primarily a function of the method or theory. 
Since we would expect the experts to follow 
the theory more closely, they would also di- 
verge progressively more from experts of other 


schools (Table 1). 

This study limited itself to an investigation 
of early therapeutic relationships. Only ses- 
sions between the sixth and seventeenth treat- 
ment hour have here been studied. The coop- 
erating therapists were asked to select a patient 


who was between twenty and forty-five years 
of age, not psychotic, encephalopathic, psycho- 
pathic, incompetent nor feebleminded within 
the common usage of these terms, and who was 
willing to permit the recording of at least one 
session. 


Judges.? The sessions were assessed by three 
trained judges and one judge who was un- 
trained in therapeutic theory and methods 
(Table 2). 

The judges were chosen so as to represent a 
variety of viewpoints. One of them had been 
trained in psychoanalytic theory and methods, 
one considers himself a follower of the nondi- 
rective school, the third trained judge (the 
writer) has had some nondirective and some 
psychoanalytic training but at present considers 
himself to be psychoanalytically oriented. The 
untrained judge has never been in a therapeutic 
situation either as a therapist or as a patient. 
She has taken two elementary courses in psy- 
chology but majored in speech and dramatics. 


Two major differences existed among the 
judges: differences in theoretical orientation 
and, because the trained judges recognized all 

2The writer wishes to acknowledge with deep 
gratitude the time and effort which the judges, 
Messrs. Ralph W. Heine, Robert D. Quinn, and 


Mrs. Elizabeth Ann Williams contributed to this 
study. 








TABLE 1 
TRAINING AND ORIENTATION OF THERAPISTS* 
Yes Number of 
Theoretical Academic Years Personal Training Recorded 
Subject Orientation Training Experience Therapy Received Interview 
PA-E1+ Psychoanalytic MD 16 2 Chicago PA Institute 6 
PA-E2t Psychoanalytic, PhD 5 2 Hans Sachs 7 
non-orthodox 
PA-N1 Psychoanalytic MD 3 2 Chicago PA Institute 16 
PA-N2 Psychoanalytic MD 3 0 Masserman 
ND-E1t Nondirective PhD 10 0 No formal training 12 
in therapy 
ND-E2? Nondirective MA 8 é C. R. Rogers 11 
ND-N1 Nondirective MA 1 0 C. R. Rogers 7 
ND-N2 Nondirective MA 3 1 C. R. Rogers 7 
IP-E1t Adlerian MD 25 0 A. Adler 17 
IP-N1 Adlerian MD 2 1 R. Dreikurs 8 














*The following notations have been adopted in this paper: 


PA — Psychoanalytic 
ND — Nondirective 
IP — Individual Psychology (Adlerian) 
E Expert 
N — Nonexpert 
t+Expert who enjoys national reputation 
tExpert who enjoys local or non-orthodox reputation 
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TABLE 2 


TRAINING AND ORIENTATION OF JUDGES 
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schools, and many of the therapists by their 
voices, differences in the extent to which they 
could be influenced by halo-effect. 


By utilizing so divergent a group of judges 
it could be shown that neither bias nor halo- 
effect seriously distorted the data. If the results 
which are obtained are consistent despite these 
wide differences in training and orientation of 
the judges, we may also place more confidence 
in the significance of our results. One conse- 
quence of these differences is, however, that the 
general level of agreement between judges is 
lower than would have been the case in a more 
homogeneous group of judges. Interjudge agree- 
ment per session for trained judges ranges 
from .28 to .78 with medians of .53, .59, and 
.65. Interjudge agreement between the trained 
judges and the untrained judge is lower, rang- 
ing from .03 to .71, with medians of .32, .44, 
and .50. 


The Measuring Instrument and Method of 
Rating. The basic design used in this investi- 
gation was one which permitted the utilization 
of the Q-technique, a method of intercorrela- 
tions between persons [2, 20]. The measuring 
instrument consisted of an array of seventy- 
five statements, all of which are descriptive of 
therapeutic relationships. The method by which 
these statements have been obtained has been 
described in the previous paper [6], where the 
reader wil! also find the composite rating of the 
Ideal. The identical traits have been utilized in 
the present investigation. 


The judges listened to each of the ten inter- 
views to be rated, and then sorted the state- 
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ments into seven categories of 1, 7, 18, 23, 18, 
7, and 1 statements each in accordance with 
their relative applicability to the particular 
session ; they placed the statements most char- 
acteristic of the session at one extreme of the 
distribution, the least characteristic statements 
at the other extreme. 


The scale consisted of the following seventy- 
five statements which are here reproduced 
along with the categories into which they were 
unanimously placed by the trained judges [cf. 


6). 


I. Communication 
No communication is possible 

1. The therapist cannot maintain rapport with 
the patient 

2. The therapist shows no comprehension of the 
feelings the patient is trying to communicate 

3. The therapist somehow seems to miss the pa- 
tient’s meaning time and again 

4. The therapist’s own needs completely inter- 
fere with his understanding of the patient 

5. The therapist reacts in terms of his own 
problems 


Communication is poor 


11. The therapist often flounders around before 
getting the patient’s meaning 

12. The therapist often misses the point the pa- 
tient is trying to get across 

13. The therapist is unable to understand the pa- 
tient on any but a purely intellectual level 

14. The therapist finds it’s difficult to think along 
the patient’s lines 

15. The therapist’s comments tend to divert the 
patients trend of thought 


Some communication exists 


21. The therapist reacts with some understanding 
of the patient’s feelings 

22. The therapist is able to keep up with the pa- 
tient’s communications much of the time 

23. The therapist’s understanding of the patient’s 
feelings is neither particularly good or bad 

24. The therapist’s reactions are neither particu- 
larly favorable or unfavorable in permitting 
free communication by the patient 

25. The therapist usually maintains rapport with 
the patient 


Communication and understanding is good 


31. The therapist is usually able to get what the 
patient is trying to communicate 

32. The therapist is well able to understand the 
patient’s feelings 

33. The therapist really tries to understand the 
patient’s feelings 

34. The therapist always follows the patient’s 
line of thought 

35. The therapist usually catches the patient’s 
feelings 
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Communication and understanding is excellent 


41. 


42. 


43. 


44. 


45. 


The therapist’s comments are always right in 
line with what the patient is trying to convey 
The therapist is able to participate com- 
pletely in the patient’s communication 

The therapist is never in any doubt about 
what the patient means 

The therapist’s remarks fit in just right with 
the patient’s mood and content 

The therapist's tone of voice conveys the com- 
plete ability to share the patient’s feelings 


IT. Emotional Distance 
Therapist draws away from or rejects patient 


51. 
52. 
53. 
54. 
55. 


The therapist feels disgusted by the patient 
The therapist is hostile toward the patient 
The therapist is rejecting to the patient 

The therapist is punitive 

The therapist is very unpleasant to the patient 


Therapist is somewhat cool toward patient 


61. 


62. 


63. 


64. 


65. 


The therapist is somewhat cool toward the 
patient 

The therapist at times draws emotionally 
away from the patient 

The therapist occasionally makes the patient 
angry 

The therapist feels somewhat tense and on 
edge 

The therapist seems to be a little afraid of 
the patient 


Therapist is emotionally neutral 


71. 


The 


. The therapist 


The therapist is interested but emotionally 
uninvolved 


. The therapist’s feelings do not seem to be 


swayed by the patient’s remarks 


. The therapist maintains a friendly, neutral 


attitude throughout 


accepts all of the patient’s 
statements in a noncommittal manner 


. The therapist shows little positive or negative 


emotion in his reactions to the patient 


therapist tends to draw emotionally close to 


the patient 


81. 
82. 
83. 
84. 


85. 


The therapist seems to like the patient 

The therapist is pleasant to patient 

The therapist is pleased with the patient 

The therapist is trying to establish an emo- 
tionally close relationship with the patient 
The therapist is sympathetic with the patient 


Therapist tends to be too close, is sticky 


91. 
92. 


93. 


94. 


95. 


The therapist is seductive toward the patient 
The therapist showers the patient with affec- 
tion and sympathy 

The therapist greatly encourages and reas- 
sures the patient 

The therapist expresses great liking for the 
patient 

The therapist is deeply moved by the patient 


III. Status 


Therapist feels very inferior and insecure 


101. 


The therapist treats the patient like an hon- 
ored guest 


102. 
103. 


104. 
195. 
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The therapist tries to sell himself 

The therapist treats the patient with much 
deference 

The therapist curries favor with the patient 
The therapist always apologizes when mak- 
ing a remark 


Therapist tends to look up to and defer to patient 


111 


112. 


. The therapist seems hesitant about asking 
questions 

The therapist readily accedes to patient’s 
wishes 


. The therapist lets the patient determine the 
course of the session 

. The therapist assumes an apologetic tone of 
voice when commenting 


5. The therapist tries to please the subject 


Therapist maintains peer relationship with patient 


121. 
122. 
123. 
124. 


125. 


The therapist sees the patient as a co-worker 
on a common problem 

The therapist gives and takes in the situation 
The therapist treats the patient as an equal 
The therapist acts neither superior nor sub- 
missive to the patient 

The therapist treats the patient like a friend 


Therapist tends to look down on the patient 


131 


13 
135 


. The therapist acts toward the patient in a 
somewhat protective manner 

. The therapist tends to look down on the pa- 
tient 

. The therapist acts in somewhat superior man- 
ner toward the patient 

. The therapist treats the patient like his pupil 

. The therapist directs and guides the patient 


Therapist feels very superior to the patient 


141. 
142. 
143. 


144. 
145. 


Hy; 


The therapist talks down to the patient as if 
he were a child 

The therapist acts in a very superior manner 
toward the patient 

The therapist is very condescending to the pa- 
tient 

The therapist puts the patient in his place 
The therapist gives the impression of feeling 
very much above the patient in social and 
intellectual status 


RESULTS 


ypothesis 1. Hypothesis 1 of this investi- 


gation stated that relationships created by ex- 


perts 


will approximate the generally accepted 


concept of the Ideal Therapeutic Relationship 


more 
thera 
Sir 


been 


closely than will relationships created by 
pists who are not considered experts. 

ace the same array of statements had first 
used in the investigation to determine the 


commonly accepted concept of the Ideal Thera- 


peuti 


c Relationship [6], ratings of the rela- 


tionship which each therapist actually created 
could be correlated with the Ideal. 
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This hypothesis is clearly supported by the 
present data. We find that all three nationally 
known experts correlated more highly with the 
Ideal than any of the nonexperts. As can be 
seen from Table 3, differences between experts 
and nonexperts are all beyond the 5 per cent 
level of significance. Judge W’s ratings, in 
fact, separated the experts from nonexperts be- 
yond the .1 per cent level. 

In the correlations with the Ideal, we thus 
have a common reference point which permits 
us to obtain an estimate of the expertness of 
the therapists. It must be pointed out that the 
Adlerian expert and nonexpert were generally 
rated as somewhat below the other experts and 
nonexperts. Since the trained judges have all 
had considerable contact with adherents of the 
nondirective and psychoanalytic school but al- 
most none with Individual Psychologists, the 
judges probably rated the Adlerian therapists 
lower than a judge trained in methods and 
theory of Individual Psychology would have 
done. 

On the basis of these data we may conclude, 
then, that the experts are indeed better able to 
approximate the relationship which is generally 
considered to be ideal and which they pre- 
sumably aspire to create. 

Hypothesis 2. This hypothesis stated that 
experts of different schools will create relation- 
ships more like each other than like relation- 


TABLE 3 

CoRRELATIONS (r) BETWEEN ASSESSMENTS OF 
THERAPEUTIC INTERVIEWS AND THE 

CoNcePT OF THE “IDEAL” 


Judge 
i a a 


PA-N1 10 -13 35 —44 
PA-N2 -15 22 06 13 
ND-N1 15 35 42 -26 


Non- 
expert 
 PA-EI* 57t 62 59 65 PA-N 
PA-E2 12 831 58 64 
ND-E1* 56 77 70 61 


Expert H 


‘a 
ND-E2 30 77 69 7 ND-N2 04 31 -18 -87 
IP-E1* 20 72 67 42 IP-Ni  -14 -16 -87 -67 
Median 30 72 67 64 Median 04 22 06 -87 
Xe 38 .80 .77 .78 x. .00 .12 .06-.36 
SD; 21 .26 .08 .16 SD; 12 .23 .82 .81 


t-ratios between assessments of experts and nonexperts 
for each judge are as follows: 


t Significance Level 
Judge H — 3.218 5% 
Judge Q — 8.857 2% 
Judge F -- 4.315 2% 
Judge W — 86.476 01% 





*Nationally known expert 


+Decimal points before correlation coefficients have 
been deleted in this and subsequent tables. 
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ships created by nonexperts of the same school. 

One would expect that nationally known ex- 
perts, who presumably represent the schools 
most clearly, would also follow their schools’ 
theories most closely. The question which con- 
cerns us here is, therefore, whether the expert 
of School A correlates more highly with a non- 
expert of School A than with an expert of 
School B. Since the experts of local reputation 
can easily be suspected of not representing their 
schools as adequately as to theory and me- 
thodology as would be expected of nationally 
recognized experts, only the latter are here con- 
sidered. 


Table 4 indicates no case in which the cor- 
relation between a nationally known expert and 
a nonexpert of the same school is significantly 
higher than a correlation between that expert 
and experts of different schools [11, pp. 124- 
125). 


In the ratings of Judge H, no significant 
differences between pairs of correlations were 
found. For eight of the ten possible compari- 
sons in the ratings of Judge Q and Judge F, 
the correlations are significantly higher between 
experts of different schools than between ex- 
perts and nonexperts of the same school. 


Further support for this hypothesis can be 


TABLE 4 
CorrReLATions (r) AMONG RATINGS OF NATIONALLY 
KNOWN EXPERTS AND BETWEEN RATINGS OF 
NATIONALLY KNOWN ExXpeEerTs AND Non- 
EXPERTS OF THE SAME SCHOOL 
OF THERAPY 





Therapist 





Judge PA-El ND-E1 IP-El Ni* Nz 

—S 35 a9 ~ 

H ND-E1 35 a 25 3008 
IP-El 39 25 _ 44 
PA-El _ 52t «G6 tt 382 

Q NDEI s. = 69tt 30082 
IP-E1 ect 60 oot — ~23 
PA-El _ Batt = 74tt 43-07 

F  ND-El — = 55t 55 tC 
IP-E1 mm of — -25 
PA-El . estt «6 67tt 29s 25 

W ND-El et — att 04 -18 
IP-El ms — -39 








*N1 and N2 refer to nonexperts of the same school 
as the experts in the same line, left margin. 

¢+Correlation is significantly different from correlation 
with Nl beyond the 5% level. 

tCorrelation is significantly different from correlation 
with N2 beyond the 5% level. 
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found in the following manner: Correlation 
coefficients between all pairs of experts of dif- 
ferent schools and between all experts and non- 
experts of the same school are compared. Thus, 
for example, the correlation coefficients be- 
tween PA-E1 and ND-E1, ND-E2 and IP-E1 
are compared with correlations coefficients be- 
tween PA-E1 and PA-N1 and PA-N2. The 
correlation between PA-E1 and ND-E1 can 
be higher or lower than the correlation between 
PA-E1 and IP-N1, etc. Twenty-eight such 
comparisons were obtained from the ratings of 
each judge. The test was based on the conserv- 
ative expectation that there will be as many cor- 
relations between experts and nonexperts which 
are equal to or higher than those between ex- 
perts of different schools, i.e., that 14 sets of 
each judge’s ratings will show closer correla- 
tion between experts and nonexperts than be- 
tween experts of different schools and 14 will 
show less agreement in this manner. In 11 of a 
possible 28 comparisons for Judge H, the cor- 
relations were higher for experts of different 
schools than for experts and nonexperts of the 
same school. The chi-square for this set of data 
is not significant. In the ratings of Judge Q, 
23 of 28 correlations between experts of dif- 
ferent schools were higher than between ex- 
perts and nonexperts of the same school. In the 
ratings of Judge F, 21 of 28 such correlations 
were higher; in the ratings of Judge W, all 
28 correlations between experts of different 
schools were higher than those between experts 
and nonexperts of the same school. Chi-squares 
for these last three judges are all at the 1 per 
cent level or below. ® 

On the basis of the two tests of Hypothesis 
2, we may conclude that the nature of the 
therapeutic relationship is a function of ex- 
pertness rather than of theory or method and 
that this hypothesis has been supported. 

The results of factor analyses of the inter- 
correlations among therapists also support the 
above results. This aspect of our data will be 
discussed in a subsequent paper. 

Hypothesis 3. This hypothesis stated that ex- 
perts as here defined will differ from nonexperts 
by their greater ability to (a) communicate 
with and understand their patients, (b) main- 
tain an emotionally proper distance, and (c) 

3Strictly speaking chi-square is inappropriate here 


because the “events” are not independent of each 
other. The trend is, however, unmistakable. 
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divest themselves of status concern in regard to 
their patients. 

One test of this hypothesis is to compare the 
three dimensions of our scale and determine 
whether one dimension furnished proportion- 
ately more statements differentiating experts 
from nonexperts. These statements were se- 
lected on the following basis: (a) all state- 
ments which differentiate experts and nonex- 
perts without overlap in categories in the rating 
of at least one judge, and (b) all statements 
which differentiate all but one of the ten thera- 
pists without overlap in the ratings of two or 
more judges. All statements in class (a) and 
most in class (b) are differentiating on the 5 
per cent level of confidence. 

Statements considered more characteristic of 
experts than of nonexperts are 23, 31, 32, 33, 
34, 35, 41, 42, 43, 45, 72, and 122 and those 
less characteristic of experts than nonexperts 
are 1, 2, 4, 11, 12, 13, 14, 51, 64, 65, 92, and 
114. 

It will be noted that 17 of 25 statements 
(68 per cent) in the dimension of Communica- 
tion differentiate between experts and nonex- 
perts, while 5 of 25 (20 per cent) statements 
do so in the Emotional Distance dimension and 
only 2 of 25 (8 per cent) statements do so in 
the Status Role dimension. The difference be- 
tween the proportion of statements differenti- 
ating experts from nonexperts in the Communi- 
cation dimension is significantly greater (1 per 
cent level) than those in the other two dimen- 
sions. The difference between the dimensions 
of Emotional Distance and Status Role is not 
significant. 


Similarly it is possible to determine the man- 
ner in which therapists of one school differ from 
therapists of other schools. Presented below are 
the statements which differentiate among 
schools. (‘The initials are the judges’. ) 


Stateinents rated as more characteristic of psycho- 
analysts than: 
a. Nondirective therapists: 135 (H) 


b. Adlerian therapists: 21 (Q); 74 (F); 84, 103, 
113 (H) 
Statements rated as less characteristic of psychoan- 
alysts than: 
a. Nondirective therapists: 124 (F) 
b. Adlerian therapists: 55 (Q); 141 (H); %S, 
133 (W) 
Statements rated as more characteristic of nondirec- 
tive therapists than: 
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a. Psychoanalytic therapists: 21 
113 (H) 

b. Adlerian therapists: 61, 74 (H); 82, 103, 111 
(Q) ; 85, 112, 113 (W) 


(Q); 74 (F); 


Statements rated as Jess characteristic of nondirec- 
tive therapists than: 
a. Psychoanalytic therapists: 135 (H) 
b. Adlerian therapists: 15, 54, 55, 63, 72, 142, 144 
(H); 133 (F); 134 (F, Q); 135, 141 (Q, H); 
52, 63, 133, 141 (W) 


Of the 23 statements which differentiate among 
therapists along school lines, 17 come from the 
dimension of Status Role, 10 from the dimen- 
sion of Emotional Distance, and only 2 come 
from the dimension of Communication. 


It may be seen, therefore, that schouls differ 
most in terms of the Status Role and Emotional 
Distance which therapists assume. As expected, 
the Adlerians tend to be more authoritarian 
and tutorial, the nondirective therapists tend 
to intervene less and tend to become less in- 
volved with the patient. 


On the basis of the above data we may con- 
clude that the ability to understand the patient 
is the most important of our criteria of expert- 
ness as a therapist. Although many writers, es- 
pecially of the psychoanalytic school, have 
stressed the emotional aspects, e.g., the thera- 
pists ability to remain uninvolved, therapists 
can apparently function expertly despite 
greater involvement with their patients. Simi- 
larly, therapists can function effectively irre- 
spective of the Status Role which they assume. 

Restrictions on Generalizations from this 
Study. Because this investigation is no more 
than a first approach to a very difficult area of 
exploration, it is felt that its limitations should 
be made clearly explicit: 


a. Since an objective measure of expertness 
is not available, we were forced to use a socio- 
metric criterion, e.g., reputation and training. 
The terms “expert” and “nonexpert” should 
be in quotation marks throughout this paper. 

b. We have no evidence that the three di- 
mensions used in this study are the only or 
even the best possible ways of describing thera- 
peutic relationships. Over twenty therapists of 
various points of view have, however, seen these 
statements and have found no serious short- 
comings or felt any difficulty in describing re- 
lationships by means of these traits. It now 
seems that a security-insecurity dimension 





FRED E. FIEDLER 


should be included in future investigations of 
this nature. 


c. Only one interview of each of the ten 
therapists was used in this investigation. On 
the basis of incomplete evidence, we have had 
to assume that relationships do not change rad- 
ically from session to session, patient to pa- 
tient. It is, of course, recognized that therapeu- 
tic relationships are the product of many hours 
or even months. We have examined only one 
manifestation of the relationship and have at 
this time no experimental data on the cumula- 
tive effects or the consistency of this relation- 
ship over a period of months or years. It is quite 
possible that therapists are so consistent in their 
relationships that minor changes in atmosphere 
stand out by contrast. This does not mean that 
these “minor changes” are unimportant; it 
does mean they may assume major proportions 
in the therapist’s eyes despite the fact that 
such changes are perhaps imperceptible to the 
outsider. 


d. Patients should be randomly assigned to 
therapists. This has not been possible in this 
investigation. While the available evidence sup- 
ports the belief that this condition did not ma- 
terially influence the results, further proof of 
this assumption is certainly necessary. 


e. This study did not evaluate the effective- 
ness of therapeutic schools; this study is con- 
cerned only with the evaluation of therapeutic 
relationships. The use to which these relation- 
ships are being put by various schools is an area 
of inquiry which has not even been touched up- 
on here. It is interesting to note, however, that 
therapists of the various schools but of about 
the same degree of expertness, create relation- 
ships which correlate about equally well with 
the Ideal despite the fact that didactic training 
varies widely among schools. 


f. Finally, it must be pointed out that this 
study compares schools which are said to have 
a common Freudian heritage [12, pp. 114-126; 
14, p. 273; 15]. These schools have a great deal 
in common. Among this common heritage is 
the attitude, for instance, that the patient must 
be helped to help himself. A further study 
should be undertaken which compares schools 
of the Freudian family with those completely 
divergent from it, i.e., followers of Coué, re- 
ligious healers, etc. 
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IMPLICATIONS 


Granting freely the above restrictions, we 
must note the consistency of the results. The 
basic concept underlying this investigation is, 
of course, not new. Many therapists have long 
suspected that good practitioners of all schools 
operate in essentially the same manner [19]. 
‘This study has been focused on the question, 
“‘What, exactly, is being done in the same man- 
ner?” 

We have searched for the components in 
psychotherapy which are common to all major 
systems. These, presumably, would be more 
basic to psychotherapeutic success than elements 
which are specific to one system only. If some 
systems can get along without a component (as, 
for instance, the use of free association or the 
determination of the life-style) and yet can 
report successful cases, it is clear that such a 
component is not essential to psychological cure. 
(We recognize that this argument depends 
upon the adequacy of contemporary definitions 
of “success” in therapy. ) 

Any component which is necessary for suc- 
cessful therapy must not only be present in all 
types of psychotherapy which lead to success- 
ful outcomes, but must also be influential in 
proportion to the success of the therapy; it 
must, presumably, be present in greater mea- 
sure in “good” than in “poor” therapy. We 
would therefore expect to find this basic com- 
ponent present in larger measure in therapy 
sessions which eventually lead to cure than in 
those which result in no final improvement, 
and we would, of course, expect this to be true 
in sessions conducted by experts rather than 
nonexperts. These suppositions have been borne 
out by this study. This investigation, in other 
words, supports the theory that relationship is 
therapy, that the goodness of therapy is a func- 
tion of the goodness of the therapeutic relation- 
ship. Corollarily, a recent study by Fiedler and 
Siegel suggests that patients who cannot estab- 
lish interpersonal relationships with others do 
not seem to improve as a result of psychothera- 
py [4]. This does not necessarily mean, how- 
ever, that the relationship alone can lead to 
eventual cure. It seems more likely that the re- 
lationship in combination with various tech- 
niques brings about improved psychological 
adjustment. 


This study seems to support the theory of 
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Rogers [17] that evaluation and diagnosis of 
the patient are not essential in therapy. This 
study indicates that it is empathic rather than 
intellectual understanding of the patient which 
the experts of the three schools bring to bear on 
the patient’s problems, at least during the early 
sessions which we have investigated here. The 
expert therapist constantly remains sensitive 
to the patient’s feelings. The nonexpert is much 
more likely to be swayed by his own needs and 
is much less capable of controlling his own in- 
securities sufficiently to permit him to concen- 
trate on the feelings of the patient. 

The theories of Sullivan (21, pp. 91-93], 
which stressed the importance of communica- 
tion in psychotherapy, have also been supported 
here. This investigation has shown that the 
statements which most clearly differentiated ex- 
perts from nonexperts are, indeed, those which 
come from the dimension of communication. 

The emotional distance between patient and 
therapist, which has been emphasized by ortho- 
dox psychoanalysts, has been shown to be of 
relatively minor importance in this study. Al- 
though we find the experts are generally more 
capable of maintaining an emotional distance 
which is neither too far on the withdrawing 
side nor too close to the patient, the Adlerian 
expert is apparently able to work with his pa- 
tient despite a smaller emotional distance. Simi- 
larly, intervention, nonintervention, activity, 
or passivity on the part of the therapist do not 
seem to destroy the possibility of working suc- 
cessfully with patients. 

If it is not the theory or method which is 
important in at least the early phases of psy- 
chotherapy, how does the relationship function 
as the primary cause of psychological change 
leading to better personal adjustment? In 
answer, the writer would refer to Jung’s theory 
of childhood development, concerning which 
he states: “It is not the good and pious percepts, 
nor is it any other inculcation of pedagogic 
truths that have a moulding influence upon the 
character of the developing child, but what 
most influences him is the peculiarly affective 
state which is totally unknown to his parents 
and educators” [10]. 

it is the “peculiarly affective state” which 
the therapist produces in the course of psycho- 
therapy which provides the patient with recti- 
fying experiences which, as a child relating to 
adults, he never knew. We might speculate 
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that it is the feeling of being really understood, 
it is, in short, what others [e.g., Rogers, 18] 
have called the “therapeutic attitude.” Whe- 
ther or not this formulation suffices to account 
for all psychological cures is a question which 
we have not attempted to answer. 


In view of the findings of this study, one 
may well wonder how formal training assists 
in preparing therapists to create the therapeutic 
relationship. The mainstays of any one thera- 
peutic theory do not seem to have any direct 
bearing on the ability of the therapist to create 
the proper therapeutic atmosphere. We cannot 
tell as yet whether schools given equally severe 
cases and the same amount of time would re- 
port equally good results. While knowledge of 
theory is apparently not related to ability as a 
therapist, it is quite possible that knowledge of 
theory permits the therapist to view the pa- 
tient’s behavior in terms of an integrated 
framework and thus permits him to feel more 
secure. This, in turn, may allow him to pay 
more attention to the patient’s needs. Possibly, 
also, the later phases of therapy require a 
greater theoretical knowledge of the therapist. 

It is hoped this investigation has contributed 
to methodology. It has here been demonstrated 
that therapeutic relationships can be quantified 
by the use of the Q-technique in a manner 
which permits us to make cross comparisons 
from therapist to therapist, school to school. 


SUMMARY AND CONCLUSIONS 


This study attempted to investigate the na- 
ture of therapeutic relationships as created by 
ten experts and nonexperts of three major 
schools. 


It was hypothesized that experts will create 
relationships which resemble more closely the 
generally acceptable concept of the Ideal 
Therapeutic Relationship; that the relation- 
ship between patient and therapist is a function 
of the expertness of the therapist rather than 
his theoretical orientation or therapeutic tech- 
nique; and that_experts will differ from non- 
experts in their greater ability to (a) communi- 
cate with and to understand their patients, (b) 
maintain an appropriate emotional distance, 
and (c) divest themselves of status concern in 
regard to their patients. 

To test these hypotheses, three judges with 
training in psychotherapy and one completely 
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untrained person were asked to listen to ten 
electrically recorded therapy interviews. Five of 
these interviews were conducted by experts, 
five by nonexperts. Four therapists were psy- 
choanalytically oriented, four were nondirec- 
tively oriented, and two were Individual Psy- 
chologists. After listening to each interview 
the judges assessed that interview in terms of 
seventy-five statements describing therapeutic 
relationships in accordance with Q-technique 
methodology. The ten ratings of each judge 
were then correlated with a composite rating 
of the Ideal Therapeutic Relationship which 
had been obtained in a previous investigation 
[6]. ‘The ratings were further intercorrelated 
with each other and compared with one another. 

On the basis of the results obtained in this 
study, the following conclusions were drawn: 

1. Expert psychotherapists of any of the 
three schools create a relationship more closely 
approximating the Ideal Therapeutic Relation- 
ship than relationships created by nonexperts. 

2. The therapeutic relationship created by 
experts of one school resembles more closely 
that created by experts of other schools than it 
resembles relationships created by nonexperts 
within the same school. 

3. The most important dimension (of those 
measured) which differentiates experts from 
nonexperts is related to the therapist’s ability 
to understand, to communicate with, and to 
maintain rapport with the patient. Somewhat 
less obvious according to this study seems to be 
the experts’ greater ability to maintain an “ap- 
propriate” emotional distance. Differences be- 
tween schools are most clearly apparent in terms 
of the status which the therapists assume to- 
ward their patients: the Adlerian and some of 
the psychoanalytically oriented therapists tend 
to place themselves in a more tutorial role, 
whereas nondirective therapists tend toward 
the opposite direction. 

The data obtained in this investigation do 
not permit any conclusions to be drawn about 
the relative effectiveness of the therapy of the 
different schools. 


Received February 20, 1950. 
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RESTRUCTURING SOCIAL PERCEPTIONS: A GROUP 
PSYCHOTHERAPY ‘TECHNIQUE’ 


ABRAHAM §. LUCHINS 


MCGILL UNIVERSITY 


N conducting group psychotherapy at an 

out-patient clinic for patients diagnosed as 

psychotic, we soon became aware that 
among the stumbing blocks to the realization 
of the purposes of the programs [cf. 4, 5, 6] 
were many patients’ misunderstandings and 
false perceptions of social situations. ‘These 
net only seemed to hinder their integration 
into the social fabric of the community but 
interfered with their developing adequate so- 
cial ties in the group psychotherapy situations. 
It therefore became important to develop 
techniques which would open a patient’s eyes 
to the structure of social situations, to the 
roles he and others play in these situations, 
to the manner in which he perceives others, 
and to the manner in which they perceive 
him. The present report is devoted to some 
of the techniques with which we have ex- 
perimented in an effort to understand and re- 
structure our patients’ social perceptions. 


In view of the current interest in the self- 
concept, it may be in order to deal with the 
nature of the self-concept underlying our pro- 
cedures. It is not unusual for psychotherapy to 
aim at awakening or developing in the patient 
an awareness of his self and its workings, an 
awareness of the so-called “subjective sclf”’ 
[1, p. 381]. There is, however, a comparative 
neglect of the self as an object to someone else— 
hence, if you wish, the objective self or, better, 
the objective selves, since the multiplicity of 
the latter may be as great as the number of 
observers. 


1This report is based on some aspecis of group 
psychotherapy programs conducted by the writer in 
the Ray Clinic, New York Regional Office of the 
Veterans Administration. It was reviewed in the 
Veterans Administration and is published with the 
approval of the Chief Medical Director. The state- 
ments and conclusions pub!ished by the author are a 
result of his own study and do not necessarily re- 
flect the opinion or policy of the Veterans Adminis- 
tration. 
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Motivating our utilization of the procedures 
to be described was the frequent observation of 
discrepancies between a patient’s description of 
what someone thought of him and this some- 
one’s expressed opinion of the patient. Our pa- 
tients seemed to lack what Robert Burns has 
described as the gift to see ourselves as others 
see us. While we made no pretensions of pre- 
senting any patient with this gift, we did hope 
to make him realize that the conceptions which 
he held of himself might differ from others’ 
conceptions of him and that it was of import- 
ance to attempt to understand the bases of 
others’ views and the roles that these views 
played in determining one’s successes and fail- 
ures in interpersonal relations. We believed 
that it was also of value to the therapist to 
know and to be able to compare the patient’s 
expressed conceptions of himself with others’ 
expressed conceptions of him, as well as to com- 
pare various “objective” views of the patient. 

The procedures to be described were em- 
ployed by the writer with five groups of pa- 
tients. The writer was the permanent leader of 
each group. Patients were male veterans of 
World War II, between 19 and 39 years of age, 
and had been diagnosed as psychotic. Most of 
the patients also received a few hours each 
month of individual therapy from staff psychi- 
atrists or psychologists. The group sessions, 
each two hours in length, were held for a peri- 
od of about six months for each group. Two of 
the groups met five times weekly while the 
other three met thrice weekly. While atten- 
dance varied considerably, a nucleus of from 
six to nine patients attended most of the ses- 
sions. 

METHOD 


Procedure I. One of the first problems we 
faced concerned itself with keeping the patients 
aware of what was going on during a group 
meeting. There was the danger that patients 
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might become so preoccupied with their own 
private thoughts that they would pay little at- 
tention to what was happening, or that they 
would focus on a word or on one individual 
and ignore everyone and everything else, or 
even that they would not be able to grasp what 
was taking place because of the multiplicity 
and speed of the succession of events. In order 
to arouse and keep the patients’ interests and 
to make them aware of what had occurred du- 
ring the session, we found it quite effective oc- 
casionally to record a part of a session and to 
play it back to the group during the same ses- 
sion, introducing the record with words to this 
effect: “I shall now play the recording of what 
just took place here in order that you may get 
an idea of what you sound like.” 


During and after the presentation of the re- 
cording, patients were encouraged to comment 
on it. Not their “intellectual opinions” but 
their feelings toward it were sought. We at- 
tempted to steer the discussion (if necessary by 
direct questioning) so that as many patients as 
possible would have an opportunity to comment 
on what had taken place in the recorded part 
of a session, the feelings they had toward it, its 
social atmosphere, and the parts they and other 
patients played in it. The others were free to 
comment on each speaker’s remarks. Thus the 
patient was afforded an opportunity to study 
his role in the recorded portion (even if it was 
only that of not having contributed a word) 
and to hear what other members of the group 
thought was his role. If the patients disagreed 
concerning what had taken place in the re- 
corded portion or in their feelings toward it, 
we asked them to consider the bases of their im- 
pressions and the possible causes of the discrep- 
ancies. What was there in the recording (if 
requested, part of the record was again played) 
that led each patient to feel toward it as he 
did? Why did these two patients express such 
different feelings toward it? What was there 
in the behavior of the two patients during the 
session which could explain the differences? 
What was there in the attitudes of the two pa- 
tients toward each other, toward the therapist, 
and toward the group which could explain the 
differences ? 


If there were disagreements concerning the 
role played by a particular patient, we asked 
the group to consider the bases of the impres- 
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sions and the cause of the discrepancies. What 
was it that led one patient to express this im- 
pression of another? Was it the content of the 
latter’s remarks or the tone of his voice as re- 
vealed in the recording; was it something he 
did which was not revealed in the record, e¢.g., 
his posturing and other expressive behavior; or 
was it something brought to mind by the pa- 
tient’s remarks or behavior? The group was 
asked to formulate the attitude of the speaker 
toward the patient he was discussing and to 
consider its influence on the expressed impres- 
sion. Was it an attitude which would lead them 
to move toward, against, or away from each 
other? 

Procedure II. Recordings have also been 
made of parts or all of a group session and 
played to the group at another session [6]. In 
a few cases the recording was made in one 
group and played to another, but in most cases 
the same group was involved as participants 
and listeners. These records were played in 
order to give the patients some idea of how the 
character of the group structure and activity 
varied in different sessions. Among the record- 
ings compiled were the following: 


1. A highly disorganized session characterized by 
yelling, shouting, etc. 

2. An organized group session involving a co- 
hesive group 

3. A discussion or argument between two patients 
and little group activity 

4. One patient interfering with the group discus- 
sion by interrupting, haranguing, insulting patients, 
etc. 

5. Several patients verbally attacking one patient. 

6. Sessions in which the therapist played a major 
role. 


Generally the discussion was handled as in 
Procedure I. 

Procedure IIT. We have also employed re- 
cordings of actual individual therapeutic ses- 
sions and of simulated individual sessions in 
which the roles of “patient” and “therapist” 
were enacted by clinical personnel [6]. Each 
recording dealt with a problem known or be- 
lieved to exist for one or more members of the 
group [6, p. 315]. The patients were questioned 
concerning the impressions the recording made 
on them, their impressions of the patient and 
therapist in the recording, and the roles they 
thought each played. 

Procedure IV. In order to make the patients 
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even more aware of their impressions of others 
and others’ impressions of them, we utilized 
still other procedures. 


1. One member of the group was asked to give 
his impression of every group member present. He 
was encouraged to say what he actually felt toward 
the others. After he had expressed his feelings to- 
ward a patient, the latter was asked to indicate how 
he felt while it was being expressed and what he 
thought was true or false in the impression. 

2. Every patient was asked to give his impression 
of a particular member of the group, usually at the 
member’s request. The patient referred to was asked 
to give his reactions after each expressed impres- 
sion, and the group was invited to focus the discus- 
sion on the bases of the impressions and on similar- 
ities and differences among them. This technique 
differed from the first one in that here one patient 
was the subject of the various impressions, while in 
the first procedure many patients were the subjects 
of the impressions given by one individual. 

3. The two procedures described above were em- 
ployed, the difference being that the impressions were 
not given in words but enacted in pantomime, em- 
phasis being on a articular patient’s posture, ges- 
tures, and other expressive movements—on how he 
looked to another. 

4. A patient was encouraged to tell what he 
thought each patient thought of him. Each patient in 
turn commented on the impression attributed to him 
and group discussions were invited. 

5. Every patient was encouraged to describe what 
impression a selected patient in the group held of 
him. In turn, the patient referred to was asked to 
describe his feelings toward the expressed impression. 
The descriptions here all converged on one patient 
in contrast to the previous procedure where the de- 
scriptions arose from one patient but referred to 
several individuals. 

6. This was a kind of “mind-reading” session. A 
patient was encouraged to “guess” the other pa- 
tients’ thoughts at that particular moment. After the 
description, the patient referred to was asked to 
describe what he had been thinking of. The group 
was asked to discuss the similarities and differences 
(and their possible bases) between the guess and 
the reported thought. 

7. When a newcomer to the meetings was present, 
patients were often requested, toward the latter half 
of the session, to give their impressions of him. It 
was usually not announced whether the newcomer 
was a patient or a visiting clinician. If he was a 
new patient, this procedure was employed only if in 
the therapist’s opinion the patient could “take” the 
onslaught. Visitors’ feelings were not treated so deli- 
cately. 

8. A visitor to a session was later requested to give 
his impressions of the group structure and activity 
and of each patient in the group whom he recalled. 
When the visitor was absent, each patient for whom 
an impression had been obtained was asked to des- 
cribe what he thought the visitor thought of him. 
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The obtained impression was then read to him or 
played from the recording and the patient and others 
were encouraged to comment on the relationship be- 
tween the two impressions. 

9. Patients were encouraged to describe any social 
activities in which they had engaged and about 
which they desired the group’s opinions. The others 
were asked to predict, on the basis of the speaker’s 
behavior in the group meetings, how he would be- 
have in the situation; then the patient described 
what he did. The members were then focused on dis- 
cussing the roles played by the patient and other par- 
ticipants in the situation, the adequacy of the former’s 
behavior in the situation, and the manner in which 
they would have behaved in his stead. When feasi- 
ble the scenes were reenacted in the form of psycho- 
dramas. 


10. Since patients were encouraged to engage in 
outside activities with other members of the group, 
they had the opportunity to plan their activities in 
advance during a group meeting and then to report 
upon what had occurred. Before hearing the com- 
plete reports, the patients who had not participated 
in the activity were asked to predict the outcomes of 
the experience. After the reports, the members were 
asked to compare any gross differences between the 
projected plans and the actual activity, as well as 
differences among the reports of the joint activity 
given by the various participants. They were also 
asked to discuss the reported outcomes in reference 
to their predictions and to indicate what impression 
they thought each participating patient might have 
made on the people with whom he had contact. 


Procedure V. In all of the above described 
methods, it was permissible for a patient to in- 
terrupt and give his spontaneous reactions to 
what another person was saying. This method 
of spontaneous interruption was particularly 
useful with those members of the group who 
had ideas of reference and were hallucinating. 
They tended immediately to report what they 
heard or saw or thought. A discussion would 
develop in which an attempt was made to dis- 
cover what there was in the group activity 
which might account for the patient’s behavior. 
If no aspect of reality seemed to be a precipi- 
tating factor, the group was asked to consider 
why at this particular time the patient had re- 
ported this particular idea or hallucination. 

Procedure VI. When it seemed appropriate 
we asked the patients to consider the following 
questions in relation to the described tech- 
niques: 


On what did you base the impressions you re- 
ported? What impression did you wish to make, 
what impression did you think you made, what im- 
pression did another person report you as making? 
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Why did he give this impression of you? What was 
there in your behavior, in the manner in which you 
walk, sit, grimace, gesticulate, dress, comb your hair, 
which might have led him to his impression? What 
was there about the other person which led you to 
act as you did in his presence? If you don’t want 
to make this kind of impression on him, what can 
you do to prevent it? Did the impressions of you 
given by various persons reveal consistencies? What 
were they, and what led to the consistencies and in- 
consistencies ? 


Patients were invited to discuss their an- 
swers to these questions in the group meetings 
or in individual sessions with the writer. 


EFFECTS OF METHODS 


It is difficult to ascertain the efficacy of the 
described procedures. What follows is based on 
our impressions, corroborated in most cases by 
other clinical personnel present during the 
meetings and by the clinicians treating the pa- 
tients in individual sessions. 


It seemed that after several group meetings 
devoted to these techniques, many of the group 
members tended to become more open and 
frank in expressing their feelings during the 
group session. Patients seemed to be more 
aware of their expressive movements and bet- 
ter able to control them. E. g., a patient who 
had sat in a very stiff manner learned to relax 
somewhat; one who had tended to walk with 
an effeminate, mincing gait made deliberate at- 
tempts to change this ; a patient who had tended 
to whine whenever crossed would stop in the 
midst of a sentence, exclaim “there goes my 
whining voice,” and attempt to control it. 
Some patients told us that they were better able 
to formulate and examine their impressions of 
others and that they began to pay more atten- 
tion to the effects that their appearance and be- 
havior could produce on others. Several told us 
that they welcomed the opportunity to discuss 
with the group their social relations outside the 
clinic. A few of the patients admitted that they 
were surprised at the lack of ill-feeling expres- 
sed toward them by most of the group members, 
and that in turn they harbored less ill-feeling 
toward the members and felt themselves more 
closely united with the others. Finally, each of 
the patients expressed surprise at one time or 
another over the discrepancy between his opin- 
ion of himself or his opinion of what another 
thought of him, and this person’s expressed 
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opinion of him, and at times was motivated 
to seek the cause of the discrepancies. It was 
our impression that the procedures helped 
some patients to develop an understanding of 
their roles in social situations and of the bases 
of their impressions of others and others’ im- 
pressions of them. 

We were unable to answer the following 
questions but think that they are of sufficient 
interest to warrant further related research. 


1. Which of these methods or constellations 
of methods result in a more realistic conception 
of the “self” and of the group? 

2. Will an awareness of the discrepancy be- 
tween one’s view of himself and others’ views 
of him contribute to therapeutic effects ? 

3. How do patients adjust to members of the 
group as compared to visitors at the group 
meetings and to people whom they meet out- 
side the clinic? 

4. How does the presence or absence of peo- 
ple in a situation affect a patient’s expressed im- 
pression of it? 

DISCUSSION 


The reader may wonder whether it was ad- 
visable to focus a patient on the roles he played 
in social situations and on the impressions he 
made on others. Would his fate eventually be 
analogous to what befell the centipede who at- 
tempted to analyze his walking? We were not 
unaware of this possibility and therefore em- 
ployed the described procedures judiciously. 
The reader should bear in mind that these pro- 
cedures were scattered intermittently over a 
six-month period, and that various other pro- 
cedures [cf. 4, 5,6] were employed with each 
group. Moreover, if a patient seemed to be 
overzealous in his analysis of his own and 
others’ behavior, the matter was dealt with in 
individual therapeutic sessions involving the 
patient and the writer. 

Was there not the danger that the frankness 
of expression advocated by the described pro- 
cedures would result in a carry-over of a similar 
frankness to situations in which it would lead 
to social disapproval? To offset this possibility 
we frequently reminded the patients that such 
free expression of feelings might be misinterp- 
reted in daily living but that these expressions 
were welcome in our group sessions. Psycho- 
dramas were occasionally held in which patients 
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were given experience in expressing their feel- 
ings and thoughts in socially acceptable form. 
The emphasis was not on the repression of feel- 
ings and thoughts but on forms of expression 
which would bring the desired response from 
others. 


Was there not the danger that this direct, 
aggressive approach in which the patient was 
confronted with what others thought of him, 
would prove traumatic to the patient and even 
precipitate a psychotic episode? As far as we 
knew this never happened. There have occurred 
striking emotional reactions and even heated 
quarrels between patients. But we were careful 
to have individual psychotherapy (with the 
writer or with another clinician treating the 
patient) follow immediately if a patient ap- 
peared to be deeply disturbed by anything 
which occurred in the group session. (This im- 
plies that the group leader’s responsibility does 
not end with the close of the session.) While 
the described procedures—or, for that matter, 
any procedures—involve the possibility of stir- 
ring up or upsetting the patient, one cannot 
discard them on these grounds but must make 
provisions for adequate follow-up. Indeed, the 
emotional disturbance in the group session may 
be employed for therapeutic effect. 


Some of our colleagues have objected to the 
described methods on the grounds that they are 
“intellectual,” i.e., they make an appeal to ra- 
tional analysis rather than to the “emotions.” 
To begin with, such an argument presupposes 
an arbitrary separation of “reasonable” from 
“emotional” activities. Moreover, the argu- 
ment seems to be based on superficial analysis 
of the methods employed while ignoring what is 
accomplished by them. As we already pointed 
out, the procedures apparently produced some 
striking emotional reactions which were no- 
ticed by observers and even heard by passers by 
in the corridors. It seems to us that the criti- 
cism of these procedures as “intellectual” may 
be related to the prevalent view that an ap- 
proach which does not involve the psychoana- 
lytic conception of dynamics is necessarily in- 
tellectual ; in other words, only the psychoana- 
lytic approach—itself an intellectual conceptu- 
alization of the irrational—is the approach that 
can get at the “dynamic basis” of an individ- 
ual’s behavior. 

Some of our procedures were similar to tech- 
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niques described by Dr. Alexander Wolf at the 
New York Academy of Medicine in 1948. He 
utilized a method of group psychoanalysis in 
which each patient presented his dreams for in- 
terpretation by the group; analytical concepts 
of dream interpretation previously had been 
taught to the patients. In another phase of the 
therapy each patient gave his impression of all 
the other members, and each of the latter in 
turn gave his reactions to the expressed impres- 
sion. The impressions and reactions were then 
interpreted by the group in terms of transfer- 
ence and counter-transference. In our approach 
the patient also expressed his impressions of 
the remaining members, but no attempt was 
made to analyze the expressed impression or 
the expressed reactions to it in terms of analytic- 
al concepts. We deliberately avoided offering 
any theoretical explanation on the grounds 
that the patients might become too involved 
with the theory and phraseology of the explan- 
ation. Too often patients develop a glibness in 
uttering neat psychoanalytic or other psychiat- 
ric phrases and even assume the role of psychi- 
atrists without necessarily developing any in- 
sight into their behavior. 


But will our patients be able to transfer 
from the group session situations to other and 
nonclinical situations if they are not offered 
theories, principles, rules, or formulae? It has 
been shown [cf. 2, 7] that transfer of learning 
to diversified situations may take place even if 
no generalizations are taught and even when 
the subject does not verbalize any generaliza- 
tions. On the other hand, a rule or principle 
may sometimes narrow the subject’s mental 
horizon so that he attempts to apply it in a 
stereotyped manner to subsequent situations in 
which it is not the most appropriate mode of 
solution or in which it does not even lead to a 
solution [3]. (Such instances are sometimes re- 
ferred to as instances of “positive transfer with 
negative effects.”’) 

It seems to us that the problem of transfer 
from therapeutic situations is one which merits 
considerable study. There are clinicians who 
hold that insight (or whatever related term 
they employ) is specific to the situation in 
which it occurs and hence that as many “life- 
situations” as possible should be dealt with du- 
ring therapy. Other clinicians claim that if a 
patient really “works through” a problem with 
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the therapist and gains insight into it, then it 
will carry over to other situations ; indeed, they 
may claim that if an experience or a method 
does not carry over, real insight could not have 
occurred in the first place. 


In this connection it may be in order for 
clinicians to study a few pages in the history of 
the transfer of training controversy. When the 
first experimental attack on formal discipline 
took place, the results of some transfer of 
training experiments were considered by some 
educators as demonstrating that general edu- 
cation was not possible and that education had 
perforce to be the process of training the indi- 
vidual in specific habits and life activities. As 
experimentation on the problem of transfer of 
training advanced, however, the weight of the 
results seemed to be in favor of the transfera- 
bility of learning under certain conditions. In 
recent years the focus no longer is on whether 
or not transfer takes place but on the conditions 
under which a certain degree of transfer oc- 
curs—and attempts are made to develop meth- 
ods and conditions which will lead to the de- 
sired transfer. 

Similarly, clinicians should attempt to study 
how psychotherapy should be conducted to ob- 
tain maximum transfer with positive effects. 
The series of therapeutic sessions can be con- 
sidered as a series of transfer of training experi- 
ments conducted with one subject, and the pro- 
gress notes studied to note the apparent trans- 
fer of learning to other clinical and to non- 
clinical situations. 


SUMMARY 


A description was given of various proce- 
dures which we have employed in five groups 
of patients participating in group psychothera- 
py. The procedures were aimed at making the 
patient better aware of the structure of social 
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situations, of the roles he and others play in 
these situations, of the bases of his impression 
of himself and of others’ impressions of him 
(the so-called “subjective self” versus the self 
as an object to others), and of the basis of his 
impressions of and behavior toward others. 
The effects which seemed to be related to the 
use of the procedures were described, and cer- 
tain problems were raised for future research. 
Finally, we considered arguments which have 
been raised against the use of our techniques 
and compared our procedure with Dr. Alex- 
ander Wolf’s group psychoanalysis methods. 
While we are aware that the described tech- 
niques are preliminary and exploratory in na- 
ture, we hope that this report will stimulate 
discussions of and research into more adequate 
methods of understanding and restructuring 
the patient’s social perceptions, not only on the 
part of clinical psychologists, but also on the 
part of those experimental and social psycholo- 
gists who are interested in group dynamics, im- 


pressions of personality, and other social per- 
ceptions. 
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THE PRINCIPLE OF PRAGNANZ AS A FRAME OF 
REFERENCE FOR PSYCHOTHERAPY 


PAUL TORRANCE 


KANSAS STATE COLLEGE 


INCE the psychotherapeutic process is es- 

sentially a process of learning, it seems 

only reasonable that learning theory 
should furnish the most fruitful frames of re- 
ference for psychotherapeutic counseling. In 
almost every type of psychotherapy it seems 
that use has been made in some way or other of 
the principle of learning which Wertheimer 
labeled Pragnanz. This seems to be especially 
evident in the writings of those who have at- 
tempted to follow the democratic tradition in 
both individual and group psychotherapy. 


Wertheimer [12] used the term Pragnanz 
to refer to the fact that the individual’s phe- 
nomenal field tends to be as simple and as clear 
as the given conditions allow. How this princi- 
ple operates to bring about improved adjust- 
ment or the better Gestalt, he explains as fol- 
lows: 

When one grasps a problem situation, its struc- 
tural features and requirements set up certain 
strains, stresses, tensions in the thinker. What hap- 
pens in real thinking is that these stresses and strains 
are followed up, yield vectors in the direction of im- 
provement of the situation, and change it accordingly. 
S, [the changed state] is a state of affairs that is 
held together by inner forces as a good structure in 
which there is harmony in the mutual requirements. 
[12, p. 195]. 

Wertheimer also warns of certain dangers 
such as the seductiveness of short-cut closure. 
For example, impatient desire tends to produce 
such a premature closure in the hungry animal 
separated from his food by a set of bars; he 
focuses only on the near goal and fails to view 
the situation freely. Such goal blindness, he 
maintains, is insoluble as long as the focus is 
on one’s own desire rather than on one’s own 
desire as a part of the total situation. Habit 
blindness and piecemeal attitudes have been 
demonstrated as other such factors. 

Other Gestaltists who have contributed to 


the elaboration of the principle include Kofika 
[5], Kohler [6, 7], Peterman [9], Hartman 
[3], Lewin [8]. Non-Gestaltists from many 
fields have also contributed to our understand- 
ing of the principle. Aristotle’s “Supreme Good 
—the good is that at which all things aim,” 
Darwin’s evolution, Bergson’s élan vital, 
Freud’s mechanism of adjustment, Adler’s 
compensation or drive for power, Horney’s 
idealized image, Fromm’s productive realiza- 
tion of potentialities, Lecky’s self-consistency, 
Roger’s growth principle or drive toward 
growth, health, and adjustment seem to deal 
with essentially the same phenomenon. The 
statistician’s centripetal drift or phenomenon of 
regression, Moreno’s spontaneity state and so- 
ciostasis, and Thorndike’s original satisfiers 
and annoyers and the law of effect all seem to 
represent different ways of talking about the 
same thing. 


It is interesting to compare the recent state- 
ment of the principle of Pragnanz by H. L. 
Hollingsworth and a statement of the growth 
principle by Virginia Axline. Hollingsworth 
explains Pragnanz as follows: 


According to the Gestalt law of Pragnanz, each 
configuration strives to be the best possible structure ; 
it moves in such ways as to become as good a Ges- 
talt as it can... . There is in them what might be 
called a repugnance for, a rejection of, such details 
as mar their calm and perfection. It is this demand 
for correct detail, this distaste for an inappropriate 
item, that is involved in the oughts and musts of the 
esthetic category [4, p. 63]. 


Note the similarities in the following state- 
ment of Miss Axline: 


There seems to be a powerful force within the in- 
dividual which strives continuously for complete 
self-realization. This force may be characterized as a 
drive toward maturity, independence, and self-direc- 
tion. It goes on relentlessly to achieve consummation, 
but it needs good growing ground to develop a well- 
balanced structure [2, p. 10]. 
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In an attempt to use the principle of Prag- 
nanz as a conceptual scheme within which case 
data may be analyzed and within which coun- 
seling may take place, Andras Angyal’s elabor- 
ation of the concepts in relation to his system 
principle seems most helpful. He expresses it as 
follows: 


We have defined as bad, or Gestalts with little 
Prégnanz, those wholes in which only a limited 
number of positions sufficient to suggest the system 
principle are occupied, while others are out of posi- 
tion. . . . Gestalt psychologists have demonstrated 
that among open Gestalts there is a tendency toward 
greater Prdgnanz, that is, bad Gestalts tend to be- 
come good ones. These tendencies could be regarded 
as subvarieties of one more inclusive tendency: the 
tendency toward a complete realization of the system 
principle. This is accomplished in the case of closure 
by filling the unoccupied positions, and in the case 
of Prdignanz by the rearrangement of positions in 
such a way that outlying points are moved towards 
positions corresponding to the system principle [2, 
pp. 383-384]. 


Without reviewing the evidence which has 
accumulated in such fields as experimental so- 
cial psychology, anthropology, psychoanalysis, 
psychodrama and sociometry, sociology, philos- 
ophy, etc. to support the validity of this prin- 
ciple, we shall attempt to demonstrate its op- 
eration in an individual case study. 

The case of Louise C. has been selected for 
this purpose. Louise is a thirty-eight-year-old 
single white woman, native and resident of a 
small rural midwestern community. Her par- 
ents are still living together, but they have 
never gotten along very well together—““They 
didn’t just fuss; they actually fought.” The 
mother, though only an eighth-grade graduate, 
taught school before her marriage to Louise’s 
father, a farmer. The only other child was a 
son, younger than Louise, killed in action in 
World War II as a Marine Corps pilot. Louise 
managed to complete the normal school course 
in the community high school, after which she 
taught in a small, one-teacher school and 
worked in a telephone office. Mostly, however, 
she “just stayed at home” and made no friends 
of either sex. 

When Louise’s brother was killed in action, 
her mother decided that Louise would some- 
day have to be on her own, so she insisted that 
Louise go to college and prepare herself for a 
career. Accordingly, Louise enrolled in her 
state college to prepare herself for a teaching 
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career. During the summer and the fall semes- 
ter, she attained about a B average by diligent 
study, but she made no personal friends and 
had few personal contacts outside the class- 
room. Visits to the Student Health Service and 
to her faculty adviser were frequent. She pre- 
sented multiple physical complaints for which 
no organic basis could be discovered. Her vis- 
its to her adviser usually ended in bitter weep- 
ing sessions, and she was finally referred to the 
college counseling service. 


Viewing this very brief history as a time 
Gestalt, one might describe the situation as 
follows: the total result to date, as evaluated 
both by Louise and by social standards, is a 
poor Gestalt. There are a number of positions 
missing and positions out of place, to use Ang- 
yal’s terminology. Her present desire for col- 
lege training and for counseling represent an 
attempt to fill some of these missing positions 
or to form a more well-rounded structure. Her 
very dissatisfaction with herself as she is and 
the feeling that she must do something about 
it would seem to be evidence of the operation 
of Pragnanz. The history gives evidences of 
premature closure at several stages with conse- 
quent failure to fulfill her needs. A constricted 
and disharmonious environment has evidently 
contributed to the formation of this poor Ges- 
talt. Finally, the death of her brother served 
to effect an open Gestalt once more. College 
life now became the new element that must be 
encompassed in the next closure. Again, stresses 
and strains have been set up; compensation for 
social inadequacy by overachievement academ- 
ically is one result of the struggle to achieve a 
better Gestalt. 

Psychological test data also seem to lend 
themselves to such analysis. The Strong’s Vo- 
cational Interest Blank, the Minnesota Multi- 
phasic Personality Inventory, and the Wechs- 
ler-Bellevue Intelligence Scale especially lend 
themselves to such analysis. The Strong gives 
us a picture of the constellation of roles one 
must assume in order to achieve optimum self- 
fulfillment. The Multiphasic lends itself beau- 
tifully in depicting the adjustment Gestalt. 
Such a procedure of analysis seems to be especi- 
ally in harmony with the rationale of the 
Wechsler-Bellevue. Since Louise was adminis- 
tered this test, it will be used to demonstrate 
the principle. 
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Subtest scores may be regarded as giving a 
picture of the learning experiences one has had 
and how he has reacted to them. Theoretically, 
all the types of thinking represented by the elev- 
en subtests would have developed at approxi- 
mately the same rate had there been good 
growing ground. Instead, the following 
weighted scores are obtained : 


i III scceccicencinscitasltiininiahiniicimeaidbiimiaciitenenie 12 
Bie, IID crcetichicicenictertiitrecniencignsmssersieriseomeseaibiiia 13 
ee eee eae eS 6 
EE ERC aE DE RR NOT 10 
i IIE nciatbidnndiniiisadinimamadinarieetionintils 10 
i IIE cepcctlicadinentachernchigniinstiojiemminmanaiienietninns i 
7. Picture Arrangement .............. Sahbenaiinbiaaiineie 5 
ee eee ae 7 
I III ioncecsiclliaeitctniiinsenisicicininniteanniiimneaii 11 
| ea ae 13 
es EE III lst lssciiteniitianisnecccenciguaietmeniionnvon 12 





Using Rapaport’s psychological rationale 
[10] and previous suggestions advanced by the 
writer for obtaining a developmental picture 
from Wechsler-Bellevue data [11], we may de- 
rive the following tentative conclusions. Her 
extremely limited social experience is reflected 
in her very low score on the picture arrange- 
ment subtest, usually recognized as a test of 
one kind of social intelligence—the ability to 
comprehend and size up social situations. Her 
mistakes might be regarded as an indication 
of her tendency to premature closure from a 
failure to take in the whole situation, probably 
resulting primarily from the reclusive life she 
has lived. The low picture completion score 
would seem to indicate that she has not devel- 
oped her ability to differentiate between es- 
sential and unessential details, another factor 
which is likely to contribute to premature 
closures and poor Gestalts. The principle of 
closure, in fact, is basic in the materials of this 
subtest, which is made up of incomplete draw- 
ings in which the subject must identify the mis- 
sing element. The extremely low digit span, 
probably indicative of low attention span re- 
sulting from anxiety, may also be regarded as 
another factor likely to contribute to poor Ges- 
talts, since her attention wanders and is likely 
to miss parts of the situation. 


Her experiences, however, seem to have en- 
abled her to have developed rather well her 
practical judgment, her ability to deal with 
whole-part relationships of a spatial nature, 
and her ability to learn tasks of the visual- 
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motor coordination type. Her relatively low 
vocabulary score may probably be best regarded 
as reflecting early maladjustment which places 
limits upon her whole development. 

It will be noted that the concept has been ap- 
plied both in a phenomenological sense to refer 
to the self-concepts and field perceptions of the 
individual and in a developmental sense to re- 
fer to the individual’s development and ad- 
justment, which seems to be a function of these 
self-concepts and field perceptions. 


Interview data also lend themselves to an- 
alysis for evidence of the principle of Pragnanz 
and help in understanding the progress of the 
therapy. Three categories have seemed to be 
most convenient for classifying this evidence: 
(a) examples of the development of premature 
closure, (b) examples of unclosed Gestalts, and 
(c) examples of the operation of the principle 
of Pragnanz. Recorded interviews with Louise 
were analyzed in an attempt to determine what 
kinds of counselor responses tend to assist in 
the formation of better Gestalts, what kinds 
tend to impede, etc. The following examples 
are offered as illustrations. 


A. Examples of Expressions in which Pre- 
mature Closure Seems to be Developing in Re- 
lation to the Operation of the Principle of 
Pragnanz: 


1. I always feel inferior to others. I can do nothing 
well. I’m not friendly enough but I always feel 
other people can gain nothing from me. I have no 
talent for anything. I can do nothing right. Every- 
thing is wrong. Nothing is right. It’s just so much 
that I don’t know where to start or what to do. 


This response is full of what the general 
semanticist would call “allness reactions” 
which characterize much of her thinking. 


2. Some people say that they don’t want friends un- 
less they are real friends. I think now that I would 
be glad to have any kind of friends whether they 
are real friends or not. 


We might consider this an example of pre- 
mature closure because of her intense desire and 
her willingness to accept anyone as a friend, as 
in the case of the animal extremely hungry for 
food. 

B. Examples of Expressions Indicating the 
Development of Unclosed Gestalts and a 
Search for the Missing Positions in the Poor 
Gestalts: 
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1. I have no purpose in life. I have nothing to live 
for now. Somebody told me that all old maids liked 
cats and that I ought to have a cat, but I hate cats. 
2. I have been spoiled by my mother. She made all 
decisions for me and protected me until my brother 
didn’t come back. I guess she had been counting upon 
my brother to look out for me, and then she knew I 
would have to look out for myself sometime, so now 
she makes me make all my own decisions, and I am 
lost and confused. 


Here we have an example of unclosure being 
forced by the mother who suddenly sends thir- 
ty-eight-year-old Louise out to make her own 
decisions. 


C. Examples of Expression Indicating the 
Operation of the Principle of Pragnanz: 


1. Louise: I’m afraid to do things, afraid it won’t be 
just right. I went to the Presbyterian Church last 
Sunday and Reverend R. preached and he left out 
one thing in the service and I noticed it, and it upset 


me that he did. I get so worked up over little things 
like that. 

Counselor: If something isn’t just right, just per- 
fect, it just makes you sick all over. 

Louise: That’s right. If I do something and it 
doesn’t come out just right, I am all upset. I al- 
ways feel it ought to be better . . . etc. 


This would appear to be an exceptionally 
clear illustration of the operation of the whole 
principle of Pragnanz. She has described beau- 
tifully the tension and annoyance which is set 
up within her when there are missing positions. 
We might even infer that Louise is especially 
sensitive to poor Gestalts, not only in her own 
behavior but in that of others. 


2. I know it isn’t a good idea for people to tell you 
to do this, that, and the other thing, but if someone 
would just help me a little—just a little——and make 
it clear anyway, then maybe I could get over it. 


Here Pragnanz, a desire to make things as 
clear and as simple as possible, makes her will- 
ing to surrender her independence. 


Analysis of Counselor Responses. The fol- 
lowing tentative hypothesis regarding the re- 
lationship of certain kinds of counselor response 
to the operation of Pragnanz are suggested. 

Hypothesis One. No matter how accurate a 
psychological interpretation may be, it is not 
likely to be accepted by the client in order to 
fill a missing position or make a poor Gestalt 
better, if the response (a) is perceived as a 
threat to the individual, (b) is one that he is 
not yet ready to accept, or (c) is incompatible 
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with one’s definition of himself. 

(a) In the following excerpt Louise seems 
to perceive the counselor’s response as a threat 
to herseif and gets on the defensive. 


Counselor: You would like to place the blame 
either on heredity or on someone else. 

Louise: Why, I’ve never gone any place or seen 
anything! [Very rapidly.] No wonder I don’t know 
anything. I’ve stayed at home too much. 

Counselor: So since this is the case, you feel that 
you are tied down, that you are not free now to do 

Louise [interrupting]: If someone sort of guides 
me for a while, then maybe I could... . ete. 


No matter how true it might be that Louise 
is blocked in forming a better Gestalt by her 
utter dependence, no useful purpose is served 
at this point by an interpretation. 

(b) In the following selection from a later 
portion of the same interview, notice how 
Louise continues to refuse to accept responsi- 
bility for her behavior even when it represents 
a positive change. If she could do anything 
about her behavior, then it would be up to her 
and she could no longer depend upon others— 
something Wertheimer would call habit blind- 
ness. This is too painful, and she is not yet 
ready to surrender her dependence. 


Louise: I’m not the same person I was last fall. 
I’m different in a lot of ways. 


Counselor: But you don’t think that you yourself 
have had anything to do with these changes. 

Louise: I don’t know . .. [voice quavers]. One 
thing, probably I don’t try as hard as I ought. ... I 
don’t have much confidence in myself. I guess that is 
the trouble. 

Counselor: When you look at the gains you have 
made, and you say that you have made quite a num- 
ber, I wonder just who was responsible for those 
gains. Was it something that somebody did to you, 
or did you yourself have some part in it? 

Louise: I suppose it is something that someone has 
done to me in some way or other. Well, I don’t 
know, but it’s something that somebody has said or 
done. It had to be! 

Counselor: You feel that insofar as you are con- 
cerned, you are just a pretty helpless creature, just 
at the mercy of your environment. 

Louise: I guess so. I know I ought not to feel that 
Way... . ete. 


Louise is no doubt quite sincere in her ex- 
pressions, and no amount of pushing at this 
point is likely to influence her to admit that 
she can exert very much control over her own 
behavior and thus produce the desired unclos- 
ure. 
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(c) In the following excerpt from the first 
interview, the counselor recognizes that Lou- 
ise’s very low concept of herself is preventing 
her from effecting a better Gestalt. He makes 
a rather futile attempt to help her change her 
self-concept. Although she is continually asking 
for the evaluation of others, she cannot accept 
it, since it does not agree with the way she has 
learned to define herself. 


Louise: Yes, and it’s the thing I can’t do. 

Counselor: Yet this is something that you very 
much want to do. 

Louise: But I don’t know how to do it. I’m so 
dumb I can’t do anything well. My teachers are all 
so nice. Out of sympathy, I think they give me bet- 
ter grades than I deserve. 

Counselor: You believe that they actually do over- 
rate you. 

Louise: Yes. [Pause] 

Counselor: Mm. You feel that it is entirely a mat- 
ter of their over-rating you rather than your under- 
rating yourself. 

Louise: I think it’s a matter of the teachers’ over- 
rating me. They keep saying, “You can do it.” “You 
can do it.” They keep telling me that I’m doing 
fine and I go ahead and do it. . . ete. 


Though it may be quite true that Louise 
must learn to define herself differently she is 
not yet ready to do this. Closure persists be- 
cause she still feels too great a need for depen- 
dence upon and reassurance from others. 

Hypothesis Two. Responses which keep 
close to the feelings of the client facilitate the 
development of better Gestalts and positively 
implement the tendency of Pragnanz. If the 
counselor is seduced into making evaluations 
he is further retarding the individual’s ability 
to evaluate himself. The individual needs to 
become more acceptant of his own feelings in 
order to achieve greater self-respect. 

The following excerpt illustrates a some- 
what difficult problem to handle and one which 
may frequently be quite seductive. 


Louise: To just go ahead would probably be good 
for me, but . .. I just don’t know. I guess you’ve 
never seen anyone like me? 


Counselor: You consider yourself a great deal 
different from others. 


Louise: Well, I know everybody is different, but I 
mean anyone with so many problems, everything 
wrong .. . etc. 


Immediately, Louise is able to accept the 
fact that she has a right to be different and 
that the counselor respects this right. By fol- 
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lowing her feelings, the counselor can now 
help her explore further her negative feelings 
about herself with the hope of helping her to 
arrive at a clearer evaluation of herself. 

Hypothesis Three. Though the giving of in- 
formation may at times be necessary for rap- 
port and desirable for that reason, if for no 
other, such information is of dubious value if 
the client is not yet ready to make use of it. It 
does not necessarily serve to fill a missing posi- 
tion in the poor Gestalt. Louise kept saying, 
“T know there must be plenty of activities here 
on this campus, if I only knew what they were.” 
Numerous suggestions which seemed most ap- 
propriate were rejected in turn and no real par- 
ticipation came until the summer session, when 
she went out for dramatics, of all things, and 
actually took a rather important role in one of 
the summer productions, doing a rather credit- 
able job. Probably no clinician would have 
dared suggest such an activity for Louise for 
fear it would be a traumatic experience of ser- 
ious consequences. Yet she chose it on her own 
responsibility and achieved adequately. 

Hypothesis Four. The use of psychodrama 
as an aid in helping individuals learn to do 
things they very much want to do but yet are 
afraid to attempt, might be valuable in imple- 
menting the process of Praignanz. One portion 
of one session with Louise was devoted to psy- 
chodrama with rather encouraging results. She 
was much more spontaneous than in the usual 
interview situation and she discussed her feel- 
ings afterwards much more spontaneously. It 
might be hypothesized that experiencing what 
one fears that he is unable to do, even on a 
psychodramatic level, might assist one in modi- 
fying his self-concept as well as in avoiding 
some of the usual dangers of premature closure. 
In Louise’s case, psychodrama in a group situ- 
ation would probably have been quite fruitful 
in filling in some of the missing positions. 


CONCLUSIONS 


It is proposed that the concept of Pragnanz 
as formulated by Wertheimer and further 
elaborated by Angyal and others be used as a 
basis of a conceptual scheme or system within 
which counseling can take place. It would 
seem to form a theoretical framework within 
which case data may be presented and analyzed 
which would provide a guide in the counseling 
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process and in its analysis and in the treatment 
of research data regarding psychotherapy, and 
would provide a frame of reference in prog- 
nosis. It must be noted that the case described 
was not counseled with such a conceptual 
scheme in mind. 

Because of the importance of the principle 
of Prdgnanz in learning and psychotherapy, it 
would seem that it should be subjected to rigid 
examination in learning and psychotherapeutic 
situations, and use should be made of many life 
histories, protocols of counseling interviews, 
psychological test data, and follow-up studies. 


Received April 10, 1950. 
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CHANGES IN THE MINNESOTA MULTIPHASIC 
PERSONALITY INVENTORY AS A FUNCTION OF 
PSYCHIATRIC THERAPY* 


PETER KAUFMANN 


UNIVERSITY OF WISCONSIN 


of successful psychotherapy is a change 
in the patient’s pattern of adjustment. 
The scores on any personality inventory which 
describes patterns of adjustment should there- 
fore change as a function of psychotherapy. 
This study attempts to determine such a rela- 
tionship. The Minnesota Multiphasic Person- 
ality Inventory (MMPI) was selected as a 
test which measures an individual’s adjustment. 
The MMPI has been used in a wide variety 
of situations. Personality differences of various 
occupational groups have been studied [4, 10, 
17]. Gough [2] and Meehl [13] have investi- 
gated profile patterns for use in clinical diag- 
nosis. The possibility of deliberate deception 
has been studied by Gough [3] and Hunt [8]. 
A number of investigations similar to the 
present study have been carried out by Carp 
[1], Pacella and co-workers [15], and Rash- 
kis and Shaskan [16]. This study differs from 
prior investigations in one or more of the fol- 
lowing respects. A different population was 
sampled. The treatment which the patients re- 
ceived was conference therapy. A control group 
was used, and measures of statistical signifi- 
cance were applied. 


(GS ENERALLY, one of the consequences 


METHOD 
The Clinic. This study was conducted in 
conjunction with the neuropsychiatric service 
of the Department of Student Health and Pre- 
ventive Medicine of the University of Wis- 
consin.? The neuropsychiatric service cares for 


1Part of a thesis submitted in partial fulfillment 
of the requirements for an M. A. degree in Psycholo- 
gy at the University of Wisconsin. The author wishes 
to express his appreciation to Dr. Ann Magaret for 
her encouragement and assistance in preparing this 
study. 


2The author wishes to express his gratitude to Dr. 


the neurological and psychiatric cases among 
the students of the university. 


The MMPI along with various other psy- 
chometric tools is used whenever the therapist 
feels that these instruments could help in a 
preliminary differential diagnosis, aid in deter- 
mining the severity of the disorder, or offer sug- 
gestions for the therapeutic approach. Final di- 
agnoses are based primarily on material ob- 
tained in the conferences with the patients 
rather then on psychometric results. In most 
cases the psychometric tests are administered 
at the beginning of therapy; occasionally, how- 
ever, it is felt that one or more of these tests 
might have a disturbing effect on the patient. 
In such cases the tests are administered when- 
ever the therapist judges that the patient can 
profitably be subjected to them. All psychomet- 
rics are taken voluntarily. 

The following progress ratings, assigned by 
the therapist at the conclusion of therapy, are 
used: improved, temporarily improved, unim- 
proved. Criteria by which clinical progress is 
estimated are set forth in [18]. 

The Instrument. The individual card form 
of the MMPI was administered to each sub- 
ject. Standard instructions were used with the 
special exhortation to classify as few items as 
possible in the “Cannot Say” category. This 
deviation from standard procedure was nec- 
essary because it had been the practice at the 
clinic for some time. 

Patient Subjects. All patients who were un- 
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which of the patients having had a previous test 
could without danger be recalled for a second test. 
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der treatment during the academic year 1947- 
48, who had taken the MMPI during the 
early part of their therapeutic sessions, and 
whose therapist saw no objection to a retest, 
were asked to repeat the MMPI. Since only a 
very small number of these patients received 
a progress rating other than improved, the im- 
proved cases alone were chosen as subjects for 
this study. A description of this group in terms 
of sex, age range and average, and range and 
average of the interval between tests is found in 
Table 1. Thirty-four of these patients were di- 
agnosed as anxiety tension state, and the re- 
maining 17 were distributed among the fol- 
lowing diagnostic groups: adolescent reaction, 
1; compulsive state, 5; phobia, 1; hysteria, 3; 
manic depressive state, incipient, 1; dementia 
precox, incipient, 1; dementia pracox, devel- 
oped, 2; depression state, 2; psychopathic per- 
sonality, 1. 


TABLE 1 


DESCRIPTION OF GROUPS 











Patients Controls 
Male Female Total Male Female Total 
N=27 N=24 N=51 N=33 N=21 N=54 
Age in Years 
Range 19-32 18-27 18-32 19-838 18-30 18-33 
Mean 23.4 21.8 22.6 28.2 22.6 22.9 
Interval between 
Tests in Months 
Range 2-14 2-13 2-14 1-8 1-8 1-8 
Mean 6.5 6.4 6.4 4.8 5.6 5.1 





Control Subjects. These subjects were drawn 
from the student body of the University of 
Wisconsin, largely from Psychology 1 classes. 
They were matched with the patients as far as 
possible for number, age, sex, and interval be- 
tween tests. Table 1 describes this group. None 
of these subjects was under psychiatric therapy 
at the time of his first test or underwent such 
treatment between the first and second test. 


RESULTS 


Statistical Analysis. The statistical analysis 
used in this study consists of comparisons of the 
central tendencies of patients and controls on 
both pre- and post-test and the changes be- 
tween pre- and post-tests in patients and con- 
trols. The differences of change from pre- to 
post-test in patients and controls were also com- 
puted and tested for significance. The ¢ test of 
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significance was used throughout the compari- 
sons. The .01 level of confidence was accepted 
as indicative of statistical significance. 


In order to determine the homogeneity of 
the changes obtained, correlation coefficients 
between pre- and post-tests on each scale were 
computed for both the patient and control 
groups. 

All of these measures are based on K-cor- 
rected T'-scores. 


TABLE 2 
MEANS, STANDARD DEVIATIONS, AND COMPARISONS OF 
Pre- AND Post-Tests or Patient Group 








Change between 
Pre- and Post- 





Pre-Test Post-Test Tests 

Scale M a M o M 0 
? 51.6 3.94 561.3 4.68 — .29 5.44 .88 
L 51.4 2.83 61.2 3.27 —- .20 2.95 .48 
K 61.1 8.27 56.6 8.18 5.53 8.50 4.65°° 
F 58.2 7.16 654.9 6.65 -3.37 7.32 3.29°° 
Hs 63.1 15.36 67.5 11.05 -5.78 12.12 3.41°%° 
D 69.8 138.42 60.8 12.10 9.456 14.08 4.80°° 
Hy 65.9 12.15 63.3 9.46 ~-2.65 10.12 1.87 
Pd 61.0 12.26 60.6 10.39 - .66 10.78 -43 
Mf:M_ 67.9 8.93 64.0 10.02 $.81 10.05 1.97 
Mf:F 46.7 8.18 48.7 9.23 2.00 9.51 1.08 
Pa 57.7 9.92 54.5 8.25 -3.22 8.29 2.78°* 
Pt 70.9 14.52 62.6 10.36 8.36 14.18 4.21°° 
Se 70.0 15.01 61.7 10.55 -8.81 14.23 4,17** 
Ma 56.6 10.63 65.3 





10.58 -— .86 11.37 -54 


1All t-values are based on 50 df except Mf:M—26 
df, and Mf:F—23 df. 


**Significant at or beyond the .01 level of confidence. 





TABLE 3 
MEANS, STANDARD DEVIATIONS, AND COMPARISONS OF 
Pre- AND Post-Tests or Controt Group 








Change between 
Pre- and Post- 








Pre-Test Post-Test Tests 

Scale M g M o M o t? 
? 50.3 1.26 60.2 -79 — .OT 1.05 .48 
L 61.1 2.53 61.2 2.68 ll 2.55 81 
K 56.2 7.99 59.4 9.11 3.28 6.68 3.60°° 
F 53.3 5.39 562.8 5.36 — .57 5.28 -78 
Hs 61.1 6.23 60.0 7.09 -1.15 6.46 1.80 
D 49.4 10.80 48.2 9.72 -1.44 8.65 1.21 
Hy 56.0 7.52 64.6 7.91 -1.44 56.84 1.79 
Pd 53.7 8.40 68.2 8.68 — .48 8.06 .89 
Mf:M 60.5 10.77 60.6 18.08 12 9.34 07 
Mf:F 61.2 9.66 652.9 9.36 48 6.26 .35 
Pa 53.4 7.638 62.0 8.56 -1.43 7.50 1.39 
Pt 54.7 9.51 65.3 10.42 59 7.91 64 
Se 55.0 9.51 55.3 9.30 44 8.00 40 
Ma 65.8 11.19 62.6 10.56 -3.02 9.11 2.41° 





1All t-valves are based on 53 df, except Mf: M—32 
df. and Mf: F—20 df. 

*Significant at or beyond the .05 level of confidence. 
**Significant at or beyond the .01 level of confidence. 
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Significance of Comparisons. Means and 
standard deviations computed for the scores on 
each scale for the pre- and post-tests of the 
patient and control groups are presented in 
Tables 2 and 3 respectively. The measures giv- 
en under “Changes between Pre- and Post- 
Tests”’ in the same tables were computed in 
the following manner. The difference between 
each pre- and post-test score was calculated for 
each patient on each scale by subtracting the 
former from the latter. Means and standard 
deviations of these differences were then com- 
puted. 

1. The results of the comparisons of the pre- 
and post-tests of the patient group are shown 
in Table 2. Those scales which in the compari- 
son between pre-therapy patients and their con- 
trols showed the greatest amount of differenti- 
ation, proved to be the most modifiable scales 
as a function of therapy. 

2. Table 3 shows the pre- vs. post-test com- 
parisons for the control group. The difference 
on the Ma scale reaches the .05 level, and the 
difference on the K scale reaches the .01 level 
of confidence. 

3. Table 4 shows the comparisons between 
patients and controls on their respective pre- 
tests. Except for the L scale, the Mf scale 


TABLE 4 
SIGNIFICANCE OF DIFFERENCES BETWEEN MEANS OF 
PATIENT AND ConTROL Groups ON Pre-TEst, 
Post-Test, AND CHANGES BETWEEN 





Pre- AND Post-TeEstTs 





Change between 





Pre- and Post- 
Pre-Test Post-Test Tests 
Differ- Differ- Differ- 
ence t ence t ence t 
? - 1.3 2.28* - 1.1 1.68 — 2 .380 
L - 8 .57 0 0 - 38 -57 
K 5.1 3.18** 2.8 1.64 2.2 1.47 
F - 49 3.94** —- 2.1 1.7 -—2.8 2.24* 
Hs —12.0 5.25*%* — 7.5 4.12** -4,7 2.46* 
D —20.4 8.52%* -12.1 5.60** -8 3.49** 
Hy - 9.9 5.00** —- 8.7 5.08** -1.2 -74 
Pd - 7.3 3.54** — 7.3 3.89%* — .2 -ll 
Mf:M — 7.4 2.81*%* -— 3.4 1.09 -8.9 1.54 
Mf:F 4.5 1.65 4.2 1.48 1.5 -60 
Pa -— 43 2.47* — 2.5 1.51 -1.8 1.16 
Pt —16.2 6.73%* — 7.3 3.56** -8.9 3.96** 
Se —15.0 6.09** — 6.4 $3.27** -8.7 3.85°* 
Ma - 8 37 — 2.7 1.24 2.1 1.04 





1All t-values are based on 103 df except Mf: M—58 
df, and Mf: F—43 df. 

*Significant at or beyond the .05 level of confidence. 

**Significant at or beyond the .01 level of confidence. 
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in the case of temales, and the Ma scale, 
all differences reach the .05 level of con- 
fidence. Differences on the K, F, Hs, D, Hy, 
Pd, Mf for males, Pt, and Sc scales are signi- 
ficant at or beyond the .01 level of confidence. 
The D, Pt, Sc scales show the greatest differ- 
ences, ranging from 15 to slightly more than 
20 scale points. Except in the case of the K 
scale and the Mf scale for females all these dif- 
ferences are in the direction of higher T-scores 
for the patients. The reverse tendency in the K 
scale and the Mf scale for females will be dis- 
cussed later. 

4. Table 4 also shows the comparison of 
patients and controls on their respective post- 
tests. here are six scales which in this com- 
parison show significant differences at or be- 
yond the .01 level of confidence. These dif- 
ferences are in the pathological direction for 
the patient group. In comparing these differen- 
ces with the corresponding differences between 
the pre-tests of the two groups, however, it will 
be noted that the scales which show a signifi- 
cantly more pathological picture in the post- 
test do so to a lesser degree than in the pre-test ; 
in other words, while the post-tests of the pa- 
tients are still significantly different from cor- 
responding tests of the control group, they dif- 
fer less than the pre-tests. 


5. Table 4 also presents the comparison of 
differences in change from pre- to post-test 
between patient and control groups. These re- 
sults agree fairly closely with those of the com- 
parison of the pre- vs. post-test scores in the pa- 
tient group, except that for the K and Pa scales 
the differences in this comparison are not sig- 
nificant because the control group changed in 
the same direction as the patients. 

Correlation of Pre- and Post-Tests. Among 
the controls all correlation coefficients between 
pre- and post-test scores are significantly dif- 
ferent from zero at the .01 level of confidence. 
These coefficients generally tend to be some- 
what lower than those reported by the authors 
of the scale. The coefficients for the patient 
group are lower than those for the control 
group but, excepting those for the Mf scale, are 
significantly different from zero at the .01 level 
of confidence; the coefficients for the Mf scale 
are significant at the .05 level of confidence. 
This is due at least in part to the smaller num- 
ber of cases, since the Mf scale coefficients 
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were computed separately for males and fe- 
males. 


DISCUSSION 


The results summarized in the above sec- 
tion may be conveniently discussed in terms of 
the clinical usefulness of the individual scales. 


The “Cannot Say” Scale. The difference 
between patient and control group pre-tests 
reaches only the .05 level of confidence. The 
difference between the two groups is less than 
two scale points, and there is considerable over- 
lap. Thus, for a group of this kind, the differ- 
entiation of the scores on this scale is not large 
enough to be useful from a clinical point of 
view. 

The “Lie” Scale. Since no statistically signi- 
ficant differences appeared on this scale in any 
of the comparisons, the scale did not prove use- 
ful for clinical differentiation in this study. 


The K Scale. The patient group scored sig- 
nificantly lower than the control group on this 
scale in the pre-test. This significant difference 
between the two groups disappeared in the 
post-tests. This was not simply due to an in- 
crease in the scores of the patients, but rather 
to a greater increase in the scores of the pa- 
tients than in those of the controls, for the 
controls also showed a significant change in the 
same direction as the patients. 

Since a low K score indicates a self-critical 
attitude [12], it may be concluded that both 
groups showed a tendency to move away from 
self-criticism under the conditions of this inves- 
tigation. It is not necessarily true, however, 
that the dynamic meaning of these changes is 
the same for both groups, although there is no 
statistical difference in amount of change be- 
tween the two groups. In designating the 
meaning of a high K score, McKinley and co- 
workers [12] refer to it as defensive. In terms 
of the design and the results of this study, such 
a designation is probably adequate for the con- 
trol group, for it would imply that there were 
no systematic adjustment changes in this group 
which would bring about such a shift, but ra- 
ther a changed attitude toward the test, a 
“test-wiseness”, which would result in the dif- 
ferences obtained. A defensive attitude may be 
one of the factors producing the change in the 
patient group, but it seems reasonable to con- 
sider some other possible contributing influences. 
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A group of psychiatric patients may reason- 
ably be expected as a function of emotional 
disturbances to be more critical in a self-blam- 
ing sense than a normal group. Since guilt feel- 
ings are often a powerful factor in emotional 
maladjustment, it is easy to see why such pa- 
tients should present themselves in a more self- 
critical manner than normal individuals. More- 
over, aggression directed against the self, which 
in the most severe instances may result in self- 
mutilation or self-destruction, may in a milder 
case express itself in increased self-criticism. 
Lastly, it is not inconceivable that patients who 
willingly submit to psychotherapy may want to 
impress the therapist with the seriousness of 
their difficulty. While this may not be a mat- 
ter of crude deception, it may nevertheless be 
a factor in increasing the intensity of the pa- 
tient’s self-criticism. It is not clear how closely 
akin such an attitude is to deliberate malinger- 
ing; in any case it might be of interest to point 
out that Hunt [8] found that subjects who de- 
liberately tried to fake a pathological picture 
on this inventory obtained low K scores. The 
removal of one or more of these factors with 
the patient group may therefore be a contribut- 
ing cause for the shift in this scale with the pa- 
tients examined in this study. 

Since the K factor shows a statistically signi- 
ficant difference between the patient and the 
control group on the pre-test, it seems reason- 
able to conclude that this scale may have clin- 
ically diagnostic value in its own right. Further 
work needs to be done for a more specific de- 
termination of its diagnostic significance and 
relationship to other psychiatric syndromes. 

The F Scale. The fact that the F scale 
showed a significantly higher mean score for 
the patients than for the control group, and 
was furthermore significantly modified as a 
function of psychiatric therapy, suggests that 
this scale is a general indicator of psychiatric 
disorder. It is thus more than a validity scale, 
the function for which it was originally devised. 
This is in agreement with other investigations. 
Hathaway and McKinley [6] as well as Kazan 
and Sheinberg [9] have found that a high F 
score is suggestive of severe psychiatric disease. 

The “Hypochondriasis” Scale. This scale ap- 
peared quite sensitive in differentiating patients 
from control subjects. The scores of the pa- 
tients were sufficiently modified as a function 
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of therapy that the difference between the mean 
scores of their pre- and post-tests is significant 
at the .01 level of confidence. However, this 
change was not as large as the corresponding 
change in various other scales. Thus, while the 
Hs scale proved to be of value in differentia- 
tion, it did not appear to be the most discrim- 
inating scale in this group of patients. 

The “Depression” Scale. In general this 
proved to be the most discriminating scale, as 
well as the most sensitive scale to change. In 
spite of the fact that Hathaway and McKin- 
ley [5] point out that this scale measures a very 
unstable trait, often radically changed within 
24 hours, the controls showed very little 
systematic change between the two tests. As 
is apparent from a study of many profiles, 
this scale generally tends to be among the high- 
est for psychiatric patients. In Gough’s [2] 
diagnostic patterns, this scale has one of the 
highest mean scores in the profiles of all of his 
diagnostic groups. 

It is reasonable to expect that a scale which 
indicates “poor morale, lack of hope in the 
future, and dissatisfaction with the patient’s 
own status generally” [5], should yield an ab- 
normal score in psychiatric patients capable of 
handling the inventory. It is equally reasonable 
to expect that as a patient develops insight and 
learns to solve, meet, or accept his problems, or 
alters his attitude toward them [18], his poor 
morale and hopelessness should subside. 

The “Hysteria” and “Psychopathic Deviate” 
Scales. While these scales discriminated well 
between patients and controls on the pre-test, 
they proved to be among the least modifiable 
scales as a function of therapy. It may there- 
fore be concluded that in a group like this 
the Hy and Pd scales have some general diag- 
nostic value, but do not reflect clinical improve- 
ment. Since only a few patients in this group 
were diagnosed as hysterics, and one as psy- 
chopathic deviate, these data do not yield in- 
formation as to the possibility of using this 
scale as a gauge for clinical improvement of 
patients with these disorders. 

The “Masculinity-Femininity” Scale. Since 
males and females were treated separately on 
this scale, with consequent reduction in number 
of cases, there is a general tendency for dif- 
ferences not to reach statistical significance. On 
the pre-test the male patients scored sufficiently 
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above the controls to reach significance. This 
difference was reduced after therapy, so that 
in the post-test the two groups were no longer 
significantly different. 


Dynamically speaking, one might suggest 
that the male patients, generally having more 
feminine interests than the controls, are a less 
self-assertive group than the controls. One 
might further suggest that to a certain extent 
they are more easily subdued by adverse cir- 
cumstances. While more feminine interests for 
the males might be reflected in less masculine 
behavior and thus contribute to sexual prob- 
lems in the total maladjustment picture, an in- 
terpretation of the elevated scores in terms of 
homosexual trends seems unjustified. 


None of the comparisons made on the fe- 
male patients proved significant. They showed 
some tendency, which with a greater number 
of cases might have reached significance, to have 
lower scores than the controls. Since a low 
score on the Mf scale for a female indicates an 
interest pattern which tends into the feminine 
direction more than average, this slightly lower 
score might also point up a tendency toward 
lack of self-assertion. 

The “Paranoia” Scale. This scale did not 
discriminate between the two groups, although 
the difference between patients and controls on 
the pre-test almost reached statistical signifi- 
cance. Various partial explanations may be 
given for this. Firstly, none of the patients in- 
cluded in this group was diagnosed as a para- 
noid, so that it may be assumed that suspicious- 
ness and paranoid trends were not the predomi- 
nant symptom of any of these patients. More- 
over, as the authors of the inventory point out, 
a number of paranoid individuals can disguise 
their suspiciousness very skillfully [6], a factor 
which would minimize the sensitivity of the 
scale for differential diagnosis. 

Since there was only a small difference be- 
tween the two groups on the pre-test, i.e., the 
patients’ mean score was not very far above 
that of the controls, it is easy to understand 
why the patients’ scores on this scale were not 
greatly modified as a function of therapy. 
Nevertheless, this change reached statistical 
significance. 

The “Psychasthenia”’ Scale. Along with the 
D scale, this scale proved to be one of the most 
sensitive scales in all the comparisons made. A 
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later article will discuss its differentiating 
power between mild and more severely dis- 
turbed psychiatric cases, the function of the 
scale which seems to be most outstanding. ‘The 
data from the entire patient group suggest that 
this scale differentiates psychiatric patients 
from normals effectively. In a group of this 
kind it might be used as a gauge of clinical im- 
provement. 

The “Schizophrenia” Scale. Since this scale 
shows the highest correlation with the Pt scale 
[12], it is easy to see why the comparisons on 
this scale are essentially the same as those on 
the Pz scale. In a group similar to this, there- 
fore, the scale may serve as a gauge of clinical 
improvement. 

The “Hypomania”’ Scale. This scale did not 
prove discriminating between patients and con- 
trols, nor did it show any appreciable modifica- 
tion as a function of therapy. The low differ- 
entiating power of the scale may be considered 
as being partly due to the fact that no patient 
diagnosed as a fully developed manic was in- 
cluded in the study. Moreover, the authors of 
the inventory indicate that the validity of this 
scale is not conclusive [11]. 

Retest Correlations. The fact that the cor- 
relation coefficients on all scales are significant- 
ly different from zero, adds evidence to that 
obtained from the significant shifts between the 
two tests that the differences obtained were 
generally systematic. For the controls it is not 
easy to account for the considerably lower co- 
efficients than those reported by the authors of 
the test. One possible partial explanation might 
be that these authors had a large proportion of 
their subjects repeat the test after a relatively 
short period of time. Furthermore, if their 
group included many cases with extremely de- 
viant scores, they might have received higher 
correlation coefficients due to the wider range 
of scores. Without definite data on these con- 
ditions, however, the above suggestions can 
only be offered as very tentative hypotheses. 
One other explanation suggests itself. Many of 
the post-tests in this control group were taken 
shortly before final examinations began. The 
increased tension may very well have influenced 
different subjects differently, thus producing 
relatively large though somewhat unsystematic 
changes between tests. For the patients it is 
reasonable to expect that retest correlations 
should be lower than those of the controls, be- 
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cause it would be expected that intervening 
therapy would affect the patients differentially. 


SUMMARY 


An investigation was conducted for the pur- 
pose of studying changes in the MMPI as a 
function of psychiatric therapy. The sample of 
patients consisted of 51 students who received, 
primarily, conference therapy i). the neuropsy- 
chiatric service of the Department of Student 
Health and Preventive Medicine of the Uni- 
versity of Wisconsin. All of these patients were 
rated improved by their therapists. The MMPI 
was administered at the beginning and at 
the end of therapy. A comparable control 
group not under psychiatric therapy was tested 
and retested at intervals similar to those of the 
patients. 


The following results were obtained: 


1. The patient group obtained higher mean 
scores on all scales except the K scale, and the 
Mf scale in the case of females. 


2. The D, Pt, Sc scales were found to be the 
most sensitive in differentiating the patient and 
control groups as well as the most modifiable 
ones as a function of therapy. The Hs scale, 
and the Mf scale in the case of males, showed 
the same tendencies as the above scales but to a 
considerably lower degree. The K score in- 
creased for both groups with repeated adminis- 
tration of the test ; the increase for the controls, 
however, was smaller. The F scale differenti- 
ated between patients and controls and was 
modified as a function of therapy. The Hy and 
Pd scales tended to differentiate between 
groups but proved resistant to modification 
with therapy among these patients. The Pa and 
especially the Ma scale did not prove to be of 
appreciable value in any respect in this study. 

3. The reduction in patients’ scores as a 
function of therapy was in no case great 
enough to obtain a mean score equal to that 
of the control group on the respective scale, al- 
though in the case of a number of scales the 
differences on the post-test were not significant, 
whereas the corresponding pre-test differences 
had been. 

4. No significant changes from pre- to post- 
test mean scores occurred in the control group 
except on the K scale. 


Received March 4, 1950. 
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PATTERNS OF AGGRESSION IN PSYCHOPATHOLOGY 


GEORGE W. ALBEE 


UNIVERSITY OF 


VERYDAY experience contains so 

many corroborative examples of the re- 

lationship between frustration and ag- 
gression that the “frustration-aggression hy- 
pothesis’ [2] appears to be one of the more 
tenable hypotheses in the field of human be- 
havior. Certain problems arise when one at- 
tempts to demonstrate the invariability of this 
relationship since aggression is found to be a 
diverse and complex variable requiring such 
supporting conceptions as displacement, sub- 
stitution, and isolation. There is clinical and 
experimental evidence that the direction of ag- 
gression is not “outward,” that is, 
against the environment, but that it may be di- 
rected “inward” or against the person himself. 
For instance, Miller and Bugelski [2, p. 42] 
demonstrated, among other findings, that sub- 


always 


jects made self-critical remarks and rated them- 
selves lower in certain personality character- 
istics after a frustrating experience. Freud [3] 
in his analysis of melancholia pointed to the 
self-aggression which followed the withdrawal 
of libido from an ambivalent, narcissistically- 
determined object cathexis. One further find- 
ing which appears related to the present discus- 
sion is the well-documented concept of “acci- 
dent-proneness” and 


Dunbar [1]. 


discussed reviewed by 


No completely satisfactory studies have been 
made of differences, psychological or otherwise, 
between people who show aggression directed 
outward and those who direct aggression 
against themselves. Studies of “accident-prone”’ 
individuals frequently must use personality as 
a dependent variable. Unfortunately the valid- 
ity and reliability of personality evaluations 
and measures do not yet approach those of the 
techniques employed in physical diagnosis, so 
that descriptions of this group lack some de- 
sirable qualities. For instance, Dunbar [1] 
speaks of three types of personalities (among 
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fracture cases) which have been noted using 
the Rorschach. These include the “‘constricted,” 
the “introversive,” and the “extratensive.” To 
anyone familiar with the Rorschach psycho 
grams the question arises, what else could they 
be? ‘There do seem to be, however, certain dy- 
namic patterns — feelings of guilt, for example 
which recur in patients subject to accidents. 
A classification of reactions to frustration 
which seems heuristic has been made by Rosen 
zweig [4], who uses the terms extrapunitive, 
intropunitive, and impunitive to categorize ag 
gression. Extrapunitive responses attribute 
the 
quently appear related to the mechanism of 
attribute 
frustration to the individual himself and are 


frustration to external world and fre 


projection. Intropunitive responses 
thought to be related to the mechanisms of dis 


placement and isolation. In impunitive re 
sponses blame is denied, relating this type of re 
action to repression. Since the present research 
is limited to an examination of actual aggres 
sion, only the two former classes of responses 
are considered. 

It seems reasonable that extrapunitive ag 
gression, related, it appears, to projection, is a 
more “primitive” type of aggression and does 
not imply reality testing to the same extent as 
does intropunitive aggression. In the latter sit- 
uation, feelings of guilt and self-blame imply an 
evaluation of the self against external cultural 
standards which, in turn, imply object relation- 
ships. If this formulation is valid, one would 
expect a preponderance of extrapunitive ag- 
gression in schizophrenia, where reality testing 
is weak, and of intropunitive aggression in 
non-schizophrenic disorders where object rela 
tionships are better maintained. It might be 
further hypothesized that intropunitive aggres- 
sion is a better prognostic sign. 

The present research tests these hypotheses 
by investigating the differences in direction of 
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aggression between schizophrenic and non- 
schizophrenic patients and the relation of type 
of aggression to prognosis. While it is recog- 
nized that nosological groups do not represent 
altogether reliable variables it is felt that the 
dichotomy stated is sufficiently meaningful to 
show differences if they exist. 

In brief, the research consisted of abstracting 
from accident and injury reports available at 
Western Psychiatric Institute, information re- 
garding injuries in which patients were in- 
volved either as the cause of someone else’s in- 
jury or as the “accidental” cause of their own 
injury. Despite the most careful supervision by 
hospital workers minor accidents and injuries 
occur in sufficient numbers of cases to provide 
ample material for a study such as this. Pa- 
tients frequently strike other patients or staff 
members without warning; they impulsively 
throw, kick, bite, scratch, etc., despite the most 
attentive efforts to prevent such incidents. Also, 
they manage to fall, to burn themselves with 
cigarettes, to get splinters in their hands, to fall 
out of bed, to hit themselves with a hammer in 
occupational therapy, etc. It is from such acci- 
dents and injuries that data for the present 
study were obtained. 

After the accident and injury reports for 
two years (1945-46) had been classified, sta- 
tistical analyses were made of differences be- 
tween schizophrenic and _ non-schizophrenic 
groups and of the relation between direction of 
aggression and outcome of treatment. Then the 
reports for two more years (1947-48) allowed 
for a replication of the investigation on an in- 
dependent sample. It was found that signifi- 
cant differences in the first sample maintained 
their significance in the replication so that the 
frequencies for the two samples have been com- 
bined in reporting results.? 


METHOD 


The use of accident and injury reports as a 
source of data to represent a criterion has a 
number of obvious advantages. The reports are 
made by the ward nurse immediately after noti- 
fying the physician of the accident. The report 
must describe the nature of the injury in detail, 


1To conserve space, complete data and statistics 
used in testing for the consistency of the findings in 
the replication are not included. Anyone interested in 
obtaining this material may do so by writing the 
author. 
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the manner in which it was received, the date 
and time of day, and the names of witnesses. 
These requirements are admirably suited to 
obtaining relatively objective and on-the-spot 
reports which avoid the difficulties associated 
with memory and interpretation. Further, the 
nature and extent of injury are entered in the 
same report by the physician. 

Material abstracted from the reports in- 
cluded patients’ record number, the person in- 
jured, the date and time of injury, the nature 
of the injury, and the ward on which the in- 
jury occurred. Only after this information had 
been recorded was diagnosis and outcome of 
treatment obtained. All known “organic” pa- 
tients were removed from the sample. These in- 
cluded patients with chorea, epilepsy, syphilis, 
senile and pre-senile deterioration, post-enceph- 
alitis, etc. . 

The remaining sample of “functional” cases 
was then investigated as follows: patients who 
by intent or “accident” caused injury to some 
other person, whether patient or staff member, 
were classed as Extrapunitive. Patients who by 
intent or “accident” caused injury to them- 
selves were classed as Intropunitive. Of a total 
of 152 patients comprising the sample, 19 
cases or 13 per cent, showed both types of ag- 
gression. It was arbitrarily decided the first 
time such a case appeared that any case with 
two or more self-injuries would be classed as 
intropunitive regardless of the number of ex- 
trapunitive incidents, and that where there 
was only one instance of self-injury in the 
presence of one or more injuries to others, that 
case would be classed as extrapunitive. 

After differences in the first sample were 
found to hold in the second independent sample, 
frequencies were combined. It was then possi- 
ble to determine whether a relationship existed 
between the diagnostic dichotomy and the type 
of aggression and, further, whether there was 
prognostic significance in the type of aggression 
exhibited by patients. Outcome of treatment 
was treated as an Improved-Unimproved dich- 
otomy, the Improved Group being the patients 
able to maintain a reasonably adequate to ex- 
cellent adjustment outside the hospital for at 
least a year with no return of their acute symp- 
toms and the Unimproved Group those pa- 
tients showing no favorable response to treat- 
ment and who were transferred to other hos- 
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pitals as therapeutic failures. A middle group 
of “Slightly Improved” patients was not used. 
The analyses were made by chi-square with at- 
tention to the requirements of this method in 
tables having one degree of freedom. 


RESULTS 


The frequencies of each type of aggression 
and of the number of cases involved in these 
incidents are tabulated in Table 1. Examination 
of this table will indicate that there is a tenden- 
cy for patients to repeat both types of aggres- 
sion. Seventy-eight patients were responsible 
for 215 injuries to others, and 74 patients were 
responsible for 119 self-injuries. It will also be 
clear from this table that comparisons between 
non-schizophrenic groups would not be mean- 
ingful because of the small frequencies in these 
groups. 





TABLE 1 
INCIDENCE OF AGGRESSION IN DracGNostic Groups 
Total Total 
Incidence Cases 

Extra- Intro- Extra- Intro- 
pu- pu- pu- pu- 

Diagnosis N nitive nitive nitive nitive 
Schizophrenia 93 185 53 64 29 
Hebephrenic 17 35 5 14 3 
Catatonic 34 84 19 25 9 
Paranoid 35 55 25 21 14 
Simple 2 6 2 1 1 
Mixed 5 5 2 3 2 
Manic Depressive 21 15 19 & 13 
Manic 17 14 15 7 10 
Depressed 4 1 4 1 3 
Invol. Melancholia 7 0 7 0 7 
Psychoneuroses 15 6 24 2 13 
Psychopathic Pers. 9 4 10 2 7 
Pri. Beh. Dis. 5 1 4 1 4 
Simple Adult Maladj. 2 4 2 1 
Total 152 215 119 78 74 








The question of the relationship between di- 
rection of aggression and diagnosis is answered 
in Table 2. The chi-square for this table is 
27.60, which for one degree of freedom is sig- 
nificant at the .001 level of confidence and in- 


TABLE 2 
Tue RELATION OF DrrRECTION OF AGGRESSION 
To DIAGNOSIS 














Extra- Intro- 
Diagnosis punitive punitive Total 
Schizophrenic 64 29 93 
Nonschizophrenic 14 45 59 
Total 78 74 152 





dicates. that aggression is primarily extrapuni- 
tive in schizophrenia and primarily intropuni- 
tive in other forms of behavior disorders. 

Examination of the relationship between 
direction of aggression and outcome of a course 
of intensive treatment (a combination of as 
many and diverse methods as seemed indicated ) 
may be accomplished in Table 3. The evidence 
here suggests that extrapunitiveness is an indi- 
cation of poor prognosis in comparison with the 
more favorable outlook for patients who turn 
their aggression on themselves. The chi-square 
here is 25.94, which is significant at the .001 
level of confidence. 


TABLE 3 


Tue RELATION OF DirRecTION OF AGGRESSION 
TO OUTCOME OF TREATMENT 


Extra- Intro- 
Outcome punitive punitive Total 
Improved 13 42 55 
Unimproved 51 21 72 
Total 64 63 127 


One may ask whether this rather marked 
difference in outcome of treatment may not be 
a function of the more favorable prognosis of 
the non-schizophrenic disorders generally. In 
order to obtain information which would an- 
swer this possible objection, the tabulation re- 
ported in Table 4 was made. Here, for a group 
of schizophrenics only, it will be evident that 
the reliability and validity of this prognostic 
sign are maintained. Half of the schizophrenics 
classed as intropunitive improved while only 
one-seventh of those classed as extrapunitive 
showed comparable improvement. This chi- 
square is again significant at the .001 level. 

TABLE 4 
Tue RELATION OF DirEcTION OF AGGRESSION TO 
OUTCOME OF TREATMENT IN SCHIZOPHRENIA 





Extra- Intro- 
Outcome punitive punitive Total 
Improved 8 14 22 
Unimproved 46 | 
Total 54 27 81 





One further question comes to mind. Is ex- 
trapunitiveness a bad prognostic indicator and 
intropunitiveness a good prognostic indicator? 
Or is one of these frequencies of improvement 
comparable to the general frequency of im- 
provement of the population? To answer this, 
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261 unselected cases of schizophrenia from the 
files of this hospital were examined with the 
same criteria for improvement. ‘These cases 
were taken from the same population of schiz- 
ophrenics as the cases used in the present study 
except that no selection was made with respect 
to the presence or absence of aggression. When 
incidence of improvement was compared, it 
was found that those patients classed as extra- 
punitive showed 15 per cent improved cases, 
those unselected showed 28 per cent, and 
those classed as intropunitive showed 52 per 
cent improvement. (The N’s for these three 
groups are 54, 261, and 27, respectively.) 
This evidence would at least suggest that both 
types of aggression have prognostic significance. 


DISCUSSION 


From the results reported it would appear 
that the direction of aggression exhibited by 
patients in a mental hospital is related to both 
type of disorder and prognosis. Because of the 
relatively small frequencies in the various 
nonschizophrenic categories, certain compari- 
sons could not be made. Further study of these 
groups seems warranted. 


It has been suggested that direction of ag- 
gression is related to habitual modes of per- 
ceiving one’s surroundings. Where subject-ob- 
ject relationships are tenuous or indistinct, that 
is, where the environment is seen as continuous 
with the self as seems to be the case in schizo- 
phrenia (and in early childhood ) the prevailing 
mode of aggression is outgoing and extrapuni- 
tive. Where this subject-object relationship is 
more distinct there should be more tendency for 
aggression to be less direct. In those individuals 
who turn their aggression inward, who are self- 
critical and intropunitive, there is implied an 
evaluation of self against external criteria 
whether those criteria are valid or not. In sup- 
port of this formulation, in addition to the evi- 
dence presented above, is some further incident- 
al material. There appears to be a relationship 
between what has been called “ego-strength” 
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or maturity and the ratios between types of ag- 
gression. ‘he hebephrenic group shows the 
most direct aggression and is usually considered 
to be the least integrated. The catatonic and 
paranoid groups follow in that order. Of the 
only non-schizophrenic groups with sufficient 
cases to be considered, the manic-depressives 
come next and then the neurotics. While this 
evidence was noted after the data had been 
collected rather than hypothesized before and 
is, therefore, open to the criticism of such 
second-guessing, it does seem to be related to 
the degree of contact with reality. One would 
expect, if this relationship continues, that a 
“normal” group would have even a higher fre- 
quency of self-injuries over injuries to others, 
which is probably true. Further research is 
needed to test the consistency of these results. 


SUMMARY 


The patterns of aggression exhibited by pa- 
tients in a mental hospital have been classified 
as extrapunitive or intropunitive according to 
whether the injuries in which they were in- 
volved were to someone else or to the patient 
himself. Direction of aggression was found to 
be related to both diagnosis and prognosis. It is 
suggested that type of aggression is related to 
the distinctness of subject-object relationships, 
and some discussion of this suggestion is in- 
cluded along with findings which indicate the 
need for further research. 

Received January 20, 1950. 
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LEVEL OF MENTAL HEALTH AS A FACTOR IN THE 
IMPLICATIONS OF RORSCHACH SCORES 


J. R.WITTENBORN 


YALE UNIVERSITY 


N a recent study the writer examined the 

status of four hypotheses [8]. These hy- 

potheses were tested by means of a factor 
analysis of the twenty most commonly appear- 
ing scoring categories in the Klopfer system. 
The data were taken from the Rorschach 
protocols of ninety-two Yale undergraduates 
who had consulted the writer and had been 
tested in the standard manner. The composi- 
tion of this sample is of considerable interest 
because the results of the factor analysis de- 
parted considerably from the implications of 
certain beliefs concerning the Rorschach test. 


Rorschach test was developed by a psychia- 
trist working with mental hospital patients 
and that much of the validating work for the 
Rorschach test has been done with mental hos- 
pital patients. Accordingly, the protocols pro- 
viled by a group of relatively sophisticated, 
moderately neurotic undergraduates may not 
be appropriate for testing the implications of 
beliefs and practices concerning the Rorschach 
test. Although it is of obvious interest to study 
the limitations of a testing device for import- 
ant groups such as college students, the impli- 


cations of such results should not be overgen- 
, For example, the analysis failed to show any eralized. This analysis does, however, raise 
greater similarity between the human move- grave doubts as to how best the Rorschach 
, ment and the animal movement responses than may be scored. Since Rorschach score cluster 
; it revealed between the movement responses patterns revealed in data from college stu- 
> and a large group of other responses which or- dents may also be characteristic of data from 
4 dinarily are considered to be quite different in mental hospital patients, it seemed desirable 
. their behavioral implications from the move-_ to repeat this analysis for a set of intercorrela- 
. ment responses. The movement responses (J/__ tions based on data provided by mental hos- 

and FM), together with the various detailed pital patients. 

responses and the determinant responses high- 

ly controlled by formal features (such as FK, THE PRESENT ANALYSIS 

Fc, FC, and F), combined with productivity For the present study a group of 160 indi- 
w (R) to form a single factor. vidually administered Rorschach protocols 

Responses relatively uncontrolled by formal were taken from the psychology files for both 

- features (such as K, c, CF, and C) were also the in-patient and out-patient services of the 
ai intercorrelated in such a manner as to result psychiatric clinic of the New Haven Hospital 
d, in the appearance of a single factor. This fac- (most of the protocols were from hospitalized 
88 tor departs from the usual interpretation patients). The Klopfer scores were trans- 
0- given Rorschach scoring determinants. These ferred from each protocol, and the scores 

two factors tend to obscure and render doubt- were intercorrelated using the Pearson pro- 
ry. ful some of the most basic scoring distinctions duct-moment method. The resulting correla- 
“4 in the Rorschach test. No features of these tion matrix was factorized by the Thurstone 


two factors, or of the two relatively meaning- 
less additional factors which the analysis pro- 
vided, support the usual distinctions made be- 
tween the various Rorschach determinants, i.e., 
movement, vista, texture, and color. 

In evaluating the general implications of 
these data, it must be remembered that the 


centroid method. After the extraction of the 
fourth factor the residuals were uniformly 
small and there was no statistical evidence 
that any common factor variance remained. 
The four centroid factors were submitted to 
a series of orthogonal rotations. The usual 
criteria of maximizing the number of zero 
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TABLE 1 
INTERCORRELATIONS AMONG RORSCHACH SCORING CATEGORIES 
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TABLE 2 


samples strongly suggests that the Rorschach 
ROTATED FACTOR Matrix 


test may be used as a valid means of determin- 











Variable ing the spontaneity or freedom of an individ- 
r 2 , . 
Symbol me. A a bd od bh’ sual’s perceptual approach. Although this con- 
4 1 385 a oe ae a clusion is certainly no novel contribution, it 
2 3001 . - 
a 3 esa eee egg. «C08 offer tangible support for the validity of 
Dd 4 092 -117 791 281 «+727 +~«certain beliefs concerning the perceptual con- 
8s 5 556 029) 840 098 = 435 = trol implications of the Rorschach test. At the 
M 6 016 -002 062 652 435 ’ wetter! h ; geet’ 
FM 7 117-154 121 656 482 same time, owever, t e consistency wit 
m 8 377 028 428 «4158 350 which this factor manifests itself in both of 
k 9 2230137 245-078 = 185 Ss these samples may be taken as an indication 
6 10 064 37821 B81 46S ie teileciianel diiaiead wees h 
FK 11 186 049 161 «29410 «229; ‘that the Dehaviora ' istinctions etween the 
F 12 336 4137 «+787 «+194 1789 color, texture, and vista determinants may be 
Fe 13 160-164-229 281 184 greatly exaggerated and that the scoring dis- 
© 14 2160 «45 (itiSlC8BO:CTC , 
c 15 057 367 271 486 448 __‘tinctions for these three determinants could 
FC 16 407 065 176 553 6507 _ be relatively trivial. 
CF 17 soo ase es Factors C and D in Table 2 represent most 
Cc 18 198 408 288 -066 293 : I 
P 19 255 015 -218 115 126 © Of the features which were combined as Fac- 
0 20 622-031 060 087 399 tor IV for the student sample [8]. The nat- 
R 21 399 4235 )«=— 669—s—s«iBSs«éB'S 





ure of Factors C and D in Table 2 is in good 
agreement with certain of the implications of 
the Rorschach test. Factor C is particularly 
plausible in nature. It indicates that the indi- 
vidual who is likely to produce a large number 
of responses is also likely to produce numerous 
form responses and to favor the use of small and 


loadings and minimizing the number of nega- 
tive loadings were followed. The correlation 
matrix and the rotated factor loadings are 
shown in Tables 1 and 2. 

Factor B in Table 2 offers additional sup- 





port for the validity of the perceptual con- 
trol hypothesis advanced in earlier reports 
[6, 8]. The appearance of a perceptual con- 
trol factor in both patient and student [8] 


unusual details. The distinction between the 
scores responsible for Factors C and D in the 
patient group is probably due to the presence 
of highly constricted patients who suppress 
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not only movement, but possibly the use of all 
other perceptual determinants except form. 
Such a degree of constriction is relatively in- 
frequent among students. Accordingly, it may 
be suspected that a factor based primarily on 
the use of form as a determinant did not ap- 
pear among students [8] because almost no 
students employ the form determinant to the 
practical exclusion of other determinants. 


The most important variables in Factor D 
are the human and the animal movement re- 
sponses. The appearance of Facters C and D 
is a most interesting result because it supports 
the distinction that is made between the move- 
ment responses and the form response. This 
distinction was obscured in the analysis of 
data provided by students. From the stand- 
point of Rorschach theory, the only untoward 
aspect of Factor D is the appearance of the 
FC response variable. This agrees with the 
analysis of the student data. It is quite proba- 
ble that this variable belongs in the same fac- 
tor with the movement responses, and it ap- 
pears that the behavioral implications of the 
FC response have been somewhat mistakenly 
interpreted by Rorschach workers. 


Factor A in the present analysis was not 
anticipated by the analysis of the student data. 
Factor A comprises primarily original re- 
sponses and space responses. Such responses are 
considered to be characteristic of seriously dis- 
turbed individuals, particularly when the form 
level of the responses is inferior or when the 
content is implausible or confused. Unfortun- 
ately, this factor was not foreseen and form 
level was not included as one of the variables 
in the present analysis. Perhaps, the appear- 
ance of Factor A is one of the most plausible 
shifts in the factor pattern resulting from an 
employment of psychiatric patients. It is quite 
possible that among hospitalized patients the 
disturbance may manifest itself in more bizarre 
(original) responses and more negative (space) 
responses than would be found among normal 
or moderately neurotic individuals of good 
mental ability. (It is probable that many of 
the space responses were also original respon- 
ses; this would contribute greatly to the ap- 
pearance of Factor A as a relatively discrete 
factor. ) 

SUMMARY AND CONCLUSION 


The present report describes a factor anal- 


ysis of the most common scores in the Klopfer 
Rorschach scoring system. This analysis was 
undertaken to satisfy two purposes: (1) to 
confirm the general implications of an earlier 
analysis, and (2) to determine the particular 
respects in which the factorial composition of 
the Rorschach scores is dependent upon the 
mental health of the subjects providing the 
data. 

Twenty-one Rorschach scores from the pro- 
tocols of psychiatric patients were intercorre- 
lated, and the resulting matrix of intercorre- 
lations was factorized by Thurstone’s centroid 
method. In this analysis, as in the earlier one, 
four factors account for the common factor 
variance. When rotated orthogonally by the 
usual criteria, the factors have the following 
implications : 

1. The usual scoring and interpretative dis- 
tinctions between the vista, texture, and color 
determinants are not supported by the data 
provided by a sample of psychiatric patients; 
this is in agreement with the analysis of data 
provided by a group of students. 

2. The whole responses and the vista, tex- 
ture, and color responses which are uncontrolled 
by form, cluster together to form a factor 
which was anticipated by the analysis based on 
student data. The appearance of this factor is 
taken as an evidence that there are consistent 
differences between people with respect to the 
degree to which they are spontaneous or un- 
controlled in their perceptual approach; this 
is considered to be a perceptual control factor. 

3. The human and animal movement re- 
sponses cluster together with the form color 
and large detail responses to form a separate 
factor. Both the present data from mental 
hospital patients and the student data show 
that the form color response is different from 
the other color responses and in its behavioral 
implications is closely akin to the movement 
responses. 

4. In the previous study the various de- 
tailed scores, as well as the productivity and 
form scores, were a part of the factor which 
included the human movement scores. In the 
present analysis the small or unusual detail 
responses, the responses determined by form, 
and the total productivity score form a factor. 
Why this group of scores should comprise a 
single factor for a psychiatric patient sample 
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is not known, but it is suspected to be a result 
of numerous highly constricted individuals 
among the patients. 

5. In the present sample the space responses 
and the original responses cluster together to 
form a separate factor. Inasmuch as the men- 
tally ill commonly use the space detail and of- 
fer responses which are original in their fan- 
tastic qualities, the appearance of this factor 
requires little explanation. 


Received April 26, 1950. 
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LTHOUGH an extensive literature 
A concerned with the TAT has accumu- 

lated since it was introduced in 1935 
[2], there is very little information about the 
meaning and characteristics of the stimulus 
cards. It has been assumed in general that 
since the pictures are somewhat vague and am- 
biguous, any response contributed by the sub- 
ject must be purely a product of his own atti- 
tudes and strivings and that the influence of 
the unstructured stimulus is negligible.? One 
author [4] in discussing the responses of a 
group of adolescents to a series of pictures, 
takes it for granted that these productions are 
representative of “adolescent fantasy.’* It is 
possible that a different set of pictures might 
present quite another view of what “adoles- 
cent fantasy” characteristically includes. The 
problem has been aptly put by Zubin in a dis- 
cussion of the possibilities for systematic re- 
search with the Rorschach test. He states, “It 
is clear that .. . the stimulus itself needs much 
more clarification before we can differentiate 
that which inheres in the stimulus from that 
which inheres in the responder himself” [5, 
p. 18]. 


An earlier investigation in which one of the 


1The authors wish to thank Dr. Ann Magaret 
of the University of Wisconsin for her constructive 
advice. 

Murray does state that the pictures in the second 
half of the test are “purposely more unusual, dra- 
matic and bizarre than those of the first” [3, p. 2]. 
_ *He states, “The 1680 stories collected have made 
it possible to secure a comprehensive and accurate 
picture of the fantasies which float through the 
adolescent mind” [4, p. 218]. 


present authors participated [1] suggested that 
perhaps the stimulus properties of the cards 
themselves were such as to elicit stories of 
characteristic emotional tone regardless of the 
clinical classification of the subjects. However, 
no adequate statistical tests were conducted, 
rudimentary scales were used, and only a par- 
tial set of cards was included. It is the purpose 
of this study (1) to investigate systematically, 
by the use of empirically derived rating scales, 
the differential stimulus value of the individu- 
al TAT cards, (2) to see if there are any 
characteristic sex differences in the variables 
studied, and (3) to begin the accumulation of 
norms for a number of variables. The first of 
the factors investigated is the emotional tone 
of the stories. Other variables which will ap- 
pear in later articles are the outcome of the 
stories and the activity of the central character. 


PROCEDURE 


The subjects on whose productions these 
findings are based included fifty male and fifty 
female college students. All twenty cards rec- 
ommended for use with adult subjects ( Har- 
vard University Press, third edition) were ad- 
ministered according to the standard directions 
of Murray, except that the entire set was com- 
pleted in one session of one and a half to two 
hours instead of the two one-hour sessions 
recommended [3]. After all the stories had 
been collected, twenty-five of the male proto- 
cols were independently rated by three judges 
on a 10-cm. line representing a scale which 
progressed from “sad” on the left to “happy” 
on the right. Each story of each total protocol 
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was rated by the judge as to where the feeling 
tone ranked between the two extremes, and a 
mark was made at that point corresponding to 
the judged degree of sadness. All stories for 
the same card were rated at the same time in 
order to furnish a basis for comparison. Pro- 
tocols of twenty-five female college students 
were also rated by the same procedure except 
that only the cards designed for use with fe- 
male subjects (3 GF, 6 GF, 7 GF, 8 GF, 9 
GF, 12 F, 17 GF, 18 GF) were used in the 
preliminary rating. 

The resulting ratings were tabulated in 1- 
cm. intervals, and the average Pearson r com- 
puted among raters was .767. This seemed to 
indicate reasonable interjudge reliability and 
to justify further development of the scale. 
The next step was to divide the 10-cm. line 
into five 2-cm. intervals which were labelled 
from the left as follows: —2, —1, 0, +1, +2. 
The minus categories indicate sad feeling tone, 
the zero category neutral feeling tone, and the 
plus categories happy feeling tone. Each of 
the intervals was then described according to 
those stories for which there was complete 
agreement among all raters. Table 1 contains 
these descriptive scales for the twenty-eight 
cards comprising the complete adult male and 
female series, as well as a general scale which 
can be utilized when a given story cannot be 
suitably matched to the scale for the specific 
card. 


TABLE 1 
RATING SCALES FOR EMOTIONAL TONE OF 
TAT Srortes 


Key for All Scales 
—2 Very sad 
—1 Sad 
0 Neutral 
+1 Happy 
+ 2 Very Happy 


General Rating Scale for Stories 


— 2 Complete failure, submission to fate, death, mur- 
der, suicide, illicit sex with violence, revenge, ag- 
gressive hostility, severe guilt, complete hopeless- 
ness. 

— 1 Conflict with attempt at adjustment, rebellion, 


fear, worry, departure, regret, illness, physical ex- 
haustion, resignation toward death, loneliness. 
0 Description, lack of affect, balance of positive and 
negative feelings, routine activities, impersonal 
reflection. 
Aspiration, desire for 


outcome, compensation for limited endowment. 


no 


i) 


wo 


0 


success and doubt about +1 
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Description 
friends, 
curity. 
Justifiably high aspiration. Complete satisfaction 
and happiness. Reunion with loved ones. 

Can't make up a story. 


with cheerful feeling, 
contentment with world, 


reunion with 
feeling of se 


Rating Scales for Individual Cards 
Card 1 


Complete frustration and with no 


hopelessness 
resistance. 
Dejected, inadequacy with attempt to adjust, pa- 
rental pressure. 

Frustration with no depression. 
anced by conflict. Lack of feeling tone. 
High aspirations with cooperation but 


drance. 


Aspirations bal- 
some hin- 


High aspiration with approbation and no conflict. 


Card 2 
Conflict between ambition and duty to family 
with some feelings of guilt or apprehension, dis- 
appointment with lot, jealousy, economic pressure. 


Description of picture, 
affect. 


planning for future with 
no apparent 


Future planning, description with cheerful feel- 
ing. 

Complete satisfaction with present status and 
life’s accomplishments. 

Card 3 BM 

Uncontrolled emotionality, murder, mentally ill, 
complete frustration, death of loved one, suicide. 
Self-pity, aggressive parental pressure, transitory 


depression, adolescent confusion over reality prin- 
ciples, physical incapacity. 


Card 3 GF 


Death of close relative, suicide. 


Parental pressure, disappointment, frustration in 
frustration in personal slight, upset 


over interpersonal conflict, abandoned. 


love, 


job, 


Card 4 


Desire for revenge, murder, aggressive hostility. 
Disillusionment, occupational failure, conflict over 
extra-marital relations, jealousy, pressure from 


mate, personal affront, economic pressure. 
Card 5 


parent, or mate, extreme parental 
or partner pressure, aggressive hostility, murder. 
Parental or partner pressure without aggression, 
loneliness, slight frustration. 

Checking on room or occupants, doing household 
duties. 


Overdominant 


Unexpected gift, welcome guest, good news. 
Card 6 BM 

Death, bad news. severe guilt, conflict over social 

acceptance of sexual role. 


Parental filial obligation, conflict over 
desires and duties, departure from parental home. 


pressure, 


Card 6 GF 


Crime (of murder-mystery type, without extreme 


grief), fear, guilt, marital discord, threatening 
male. 
Description, impersonal discussion. 


Happy marital situation, proposal, successful ca- 
reer, popularity with opposite sex. 
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Sard 7BM 
Disappointment of parents in child, guilt, repeat- 
ed failure. 
Disagreement, recalcitrance, rebellion against 
parental authority, feelings of inadequacy. 
Parental advice, impersonal discussion, counsel- 
ling. 
Aspiration with encouragement and/or advice. 
Card 7 GF 
Extreme feelings of rejection, hatred for parents. 
Painful or shameful revelation. 
Disinterested explanation of facts of life, listens 
daydreaming to neutral story, child growing up. 
Filial affection, aspiration, parental encourage- 
ment, 
Card 8 BM 
Murder, death, extreme guilt. 
Worry and concern about accident and operation, 
frustration of ambitions. 
Descriptive, perfunctory, lack of emotional in- 
volvement, impersonal reflection. 
Aspiration, hope and planning for future. Ad 
venturous daydreaming. 


Card 8 GF 
Economic deprivatiou, fatigue, frustration. 
Daydreaming, posing for artist, etc. 
Aspiration, daydreaming with pleasant affect, 
pleasant anticipation. 


Card 9 BM 
Economic misfortune, physical exhaustion, danger 
of combat, social disapproval. 
Men at rest, pure description, no emotiona] in- 
volvement. 
Comradely feeling, contentment, carefree, happy- 
go-lucky, lack of concern for convention. 


Card 9 GF 
Suicide, death, murder. 
Sibling rivalry, marital triangle, escape from 
perilous or shameful situation, mental abnormal- 
ity. 


Disinterested discussion of recreational activity. 


Card 10 
Death, extreme sorrow, tragedy. 
Departure, leaving loved ones, personal failure, 
being comforted for minor misfortune. 
Lack of affect, balance of conflict. 
Reunion, happiness, acceptance, feelings of pleas- 
ure, 
Marital bliss, extreme contentment, satisfaction 
and good adjustment. 


Card 11 
Life is futile, horrible, complete absence of hope, 
no avoidance of fate, death, destruction, war. 
Struggle against aggressive forces, animals fight- 
ing, story detached from reality. 
No emotional involvement, little interpersonal ac- 
tion, description. 
Vacation, pleasure trip, happy people. 


Card 12 M 


Death, suicide, malpractice (hypnotism) with ag- 
gression, rape, curse. 
Reconciliation to death, illness, parental pressure. 
Hypnosis with no harm involved (experimenta- 
tion with or demonstration of hypnosis). Being 
awakened from sleep. 


= 


Reunion. 


Card 12 F 
Evil influence. 
Marital discord, fear of old age, retribution. 
Portrait, ordinary activity. 
Comfort, interest and advice. 


Card 13 
Illicit sex with violence, rape, death, murder for 
infidelity. 
Disillusionment with sexual experience, regret 
for illicit sex, Illness of wife. 


Card 14 
Resignation to death of relative. Reflection on 
worldly conflicts with or without appeal to rell- 
gion, loneliness. 
Daydreaming without emotional involvement, any 
other theme with no emotional involvement, ado- 
lescent revery. 
Contentment with environment, appreciation of 
world around. 
Happy, well-adjusted hero, vacation, planning for 
happiness. 


Card 15 
Death of close relative, loneliness for deceased, 
mourning, hopelessness, hero rejected by society, 
suicide. 
Impersonal speculation on death, return of dead 
to cemetery, visiting grave of friend. 
Description of painting or picture, no affect. 

Card 17 BM 
Vindictiveness, revenge, trying to escape from un- 
favorable environment, fear, inadequacy. 
Vacillation in plot (balance cf happy and sad 
themes), doing routine job of acrobatics. 
Compensation for limited endowment, desire for 
success with uncertainty about outcome. 
Hero happy and successful. Display of physical 
prowess, adulation of crowd, winning of contest 

tard 17 GF 
Suicide 
Loneliness, dissatisfaction with environment, eco- 
nomic deprivation, social and racial discrimina- 
tion. 
Ordinary activity, symbolism, contemplation 
Prosperous commercial] activity, homecoming, re- 
covery from illness. 

Card 18 BM 
Suicide, manslaughter, thwarted escape, hallucina- 
tions, delusions. 
Environmental frustration, accident, ordinary 
drunkenness, personal sorrow not of serious pro- 
portion. 
Description of poster or painting, no emotional 
involvement. 

Card 18 GF 
Murder, death, psychosis. 
Discipline, coercion, comfort in face of sorrow, 
illness. 

Card 19 

Death due to forces of nature or war. 
Fear (child's fear of supernatural), bad storm 
with little or no emphasis on comfort of home. 
Description of picture. 
Comfort of home during storm, feeling of secur- 
ity. 








Card 20 


2 Death of loved one, suicide, murder. 


— 1 Disappointment in love, worry, feeling of rejec- 
tion, economic pressure, disillusionment, loneli- 
ness. 


0 Out for a walk, description, no feeling tone. 


To check the reliability of these five-point 
scales, the complete protocols of fifteen other 
male and fifteen other female college students 
were rated by the same three judges, and the 
interrater Pearson r’s were .854, .855, and 
.866. The average r computed by use of 
Fisher’s z transformation was .859, which sug- 
gested sufficient reliability to warrant contin- 
ued use of the scale. 


Twenty more protocols (ten male and ten 
female) were added to the eighty already 
used, giving a total of one hundred. All one 
hundred were then rerated according to the 
empirically derived five-point scale. From 
these ratings comparisons were made among 
individual cards for men and between men 
and women. Means were computed for each 
card; i.e., all ratings were summed and divided 
by the number of ratings for that card. Chi- 
squares were computed among the cards for 
men and women separately using the frequen- 
cy distributions for the five intervals previous- 
ly described. ‘They were also computed from 
the total frequency distributions between men 
and women in order to determine overall sex 
differences for the total protocols, and from 
the frequency distribution for each card to de- 
termine sex differences on the individual cards. 


RESULTS 


It is apparent from Table 1, which sets 
forth the rating scales for each card, that few 
cards elicit stories which vary in feeling tone 
among the subjects more than two or three 
intervals. This would suggest that the pic- 
tures themselves may be more important in 
determining the actual emotional tone of the 
story told than are the projections of the sub- 
ject. All the following results tend to corrob- 
orate this hypothesis. 

Table 2, which gives the mean ratings of 
each of the cards for emotional tone, indicates 
that the TAT pictures elicit primarily sad 
stories, since sixteen of the twenty means for 
the men and all of the means for the women 
are negative. The range in stimulus value is 
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almost equal between men and women, al- 
though male stories appear to be generally less 
sad. ‘The last two columns of the table give the 
rank order of each card for men and for wo- 
men. A rank of 1 is given to the saddest and a 
rank of 20 to the least sad card. The ranks 
are determined by the mean ratings. 
TABLE 2 
MEAN RATING OF EMOTIONAL ToNeE oF TAT Carps 


Rating Rank Order® — 
Card Men Women Men Women 

1 0.06 —0.48 18 11 

2 —0.18 —0.46 13 12.5 

3 —1.50 —1.48 1 4 
4 —1.02 —1.02 7 6 

5 —0.50 —0.38 11 15.5 

6 —1.20 —0.44 4 14 

7 —0.60 —0.28 10 17 

8 —0.12 —0.08 15 19 

i) 0.00 —1.06 17 5 
10 —0.14 —0.46 14 12.5 
11 —0.72 —0.86 9 7 
12 —0.90 —0.66 8 10 
13 —1.44 —1.82 2 1 
14 + 0.10 —0.02 19 20 
15 —1.34 —1.76 3 3 
16 —0.06 —0.16 16 18 
17 + 0.22 —0.70 20 9 
18 —1.08 —1.78 5 2 
19 —(.24 —0.38 12 15.5 
20 —1.04 —0.72 6 8 


A rank of 1 signifies that the mean rating for the 
card is the highest in the negative direction, i.e. the 
saddest. A rank of 20 means that the mean rating of 


the card is the least sad of the 20 cards. 


Figure 1 indicates how the cards differ 
among themselves in the men’s protocols. In 
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Fic. 1. Summary of chi-squares among cards ar- 
ranged in rank order from most sad to least sad for 
men’s protocols with chi-squares between diagonal 
and curve not significant and chi-squares under 
curve significant at or beyond .05 level of confi- 
dence. 
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this graph, every card has been compared 
with every other card by means of chi-square 
contingency tables. The cards have been ar- 
ranged in order from most sad to least sad on 
both axes. The area under the curve indicates 
chi-squares significant at or beyond the .05 
level of confidence. For example, Card 13 MF 
does not differ significantly from Card 3 BM 
or Card 15 MF, but it does differ significantly 
from Card 6 BM and from all other cards 
having emotional values less extreme. 

Figure 2 indicates the relationships among 
the women’s stories in the same way. Since 
154 of a total of 180 (86 per cent) of the chi- 
squares among the men’s stories are signifi- 
cantly large at or beyond the .05 level, and 
153 of 180 (85 per cent) of the women’s chi- 
squares are significantly large, it is extremely 
unlikely that these results could occur by 
chance. Each of the pictures obviously has its 
own stimulus value which influences the emo- 
tional tone of stories elicited by it in a manner 
different from other pictures. 
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Fic. 2. Summary of chi-squares among individual 
cards arranged in rank order from most sad to 
least sad for women’s protocols with chi-squares be- 
tween diagonal and curve not significant and chi- 
squares under curve significant at or beyond .05 
level of confidence. 


The total frequency distributions for men 
and women differ significantly at the .01 level 
of confidence (chi-square of 64.360, df = 4). 
The distributions for the two sexes for the 
twelve cards which both male and female have 
in common and for the eight cards which are 
not the same in both series differ significantly 
at the .01 level (chi-squares of 48.148, df = 
4; and 14.741, df = 3, respectively). Male 


and female subjects thus seem to represent two 
different populations with respect to emotional 
tone of TAT stories. 

Table 3 gives the chi-squares significant at 
or beyond the .05 confidence level between 
men and women for the individual cards, and 
it is seen that they differ significantly in emo- 
tional tone of stories given in response to ten 
of the cards. The degrees of freedom differ 
according to the number of rating-scale cate- 
gories used for the individual cards. Eight of 
the twenty cards (3, 6, 7, 8, 9, 12, 17, 18) 
have different pictures for the two series, and 
to five of these the women give stories which 
are significantly different in emotional tone 
from those of the men. Of the remaining 
twelve cards which are the same for both 
males and females, there are significant inter- 
sex differences on only five. It would seem that 
the cards differ more among themselves for 
either sex than they do between sexes. 


TABLE 3 
Cu1I-SQUARES BETWEEN MeN AND WoMEN For IN- 
DIVIDUAL CARDS, SIGNIFICANT AT THE .05 
LEVEL OF CONFIDENCE 
Card Chi-Square df 
1 19.636 2 
6 GF, BN 38.462 2 
§ GF, BM 15.452 2 
9 GF, BM 45.060 2 
13 14.438 1 
15 15.174 1 
17 GF, BM 19.678 3 
18 GF, BM 33.978 1 
19 11.984 2 
20 11.432 2 


SUMMARY AND CONCLUSIONS 

1. A five-point rating scale for emotional 
tone of TAT stories was empirically derived 
on the basis of agreements among three judges 
who rated one thousand stories contributed by 
twenty-five male and twenty-five female col- 
lege students. The reliability of this scale is of 
the order of .80. The individual descriptive 
scales for each picture of the third edition re- 
commended for either men or women and a 
general scale for the entire series are presented. 

2. The stories of fifty other students, twen- 
ty-five male and twenty-five female, were then 
rated on the basis of this scale and the two 
thousand stories contributed by the entire 
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sample were pooled in a study of the stimulus 
value of the TAT cards. 

3. On the basis of the ratings and resultant 
means the cards were arranged in order of 
sadness, and significant differences were noted 
among the cards as to the emotional tone of 
the stories they elicit. However, the prepon- 
derance of all stories told in response to the 
TAT were sad. This is true for both men and 
women, although on the whole the stories told 
by male subjects tended to be less sad than 
those told by female subjects. The sex dif- 
ferences, however, were not as marked as the 
differences among the cards. 

4. These findings demonstrate that each of 
the TAT cards has a stimulus value of its 
own which determines very largely the emo- 
tional tone of the stories offered in response to 
it. In the interpretation of any protocol due 
consideration should be given to the “picture 


pull” of the cards themselves before signifi- 
cance is attached to the quality of feeling in- 
vested by the narrator in his productions. 


Received January 13, 1950. 
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LIMITATIONS OF THE RORSCHACH AS SOLE 
DIAGNOSTIC INSTRUMENT 


JOSEPH M. SACKS anp HERBERT S. LEWIN 


NEW YORK REGIONAL OFFICE, VETERANS ADMINISTRATION?! 


HE Rorschach method has been pre- 

sented from the outset as a diagnostic 

technique. Hermann Rorschach’s own 
text is entitled Psychodiagnostik [10]. In it 
are presented tables of signs supposed to be 
typical of normal, feebleminded, schizophrenic, 
manic-depressive, epileptic, and organic en- 
tities. Recent texts on the Rorschach method 
also stress the diagnostic value of the technique 
[2, 3, 5]. The emphasis upon sets of signs has 
become increasingly intense. Piotrowski [9] 
has presented ten signs which he feels differen- 
tiate patients with cortical and subcortical 
pathology from other groups of patients. 
Guirdham [6] has noted several character- 
istics which are purported to set the epileptic 
apart from the normal. Miale and Harrower- 
Erickson [8] offer nine signs which occur fre- 
quently in neurotic records. The literature 
abounds with studies investigating new sets of 
diagnostic signs. 

In clinical practice, however, one soon finds 
that these signs have dubious validity. There 
is much variation among individual patients 
within the same diagnostic category. More- 
over, the signs for organicity, epilepsy, and 
schizophrenia are based upon cases of ad- 
vanced pathology. Therefore, they are of little 
value in discriminating conditions of recent 
exacerbation or the marginal cases of differen- 
tial diagnosis betwen psychosis and neurosis 
which are most commonly referred for diag- 
nostic work-up. 

Wittenborn and Sarason [11] have pre- 
sented examples of Rorschach protocols which 


1Reviewed in the Veterans Administration and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the authors are the result of their own study 
and do not necessarily reflect the opinion or policy 
of the Veterans Administration. 
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seem to deviate from the clinical pictures of 
the subjects. The record of a hospitalized 
schizophrenic patient taken during a lucid 
period does not, according to the authors, re- 
veal the nature or severity of his disturbance. 
On the other hand, the records of two distin- 
guished and highly effective individuals show 
conspicuous use of responses considered pa- 
thognomonic of serious mental pathology. Simi- 
larly contradictory findings were reported in 
comparing Rorschach records of men of extra- 
ordinary achievement with those of institu- 
tionalized mental defectives. 

The writers recently examined a Rorschach 
protocol which was presented by an instructor 
to his class as that of a creative artist with no 
significant psychopathology. Unfortunately, it 
has not been possible to obtain permission to 
publish this protocol, for in the writers’ opin- 
ion it appeared to be that of a very disturbed 
individual with considerable variability in 
form level, fabulized combinations, homosexu- 
al references, apparently irrelevant remarks, 
and content with paranoid coloring. To test 
the validity of this impression in a clinical set- 
ting, the record was given individually to nine 
competent clinical psychologists. The psychol- 
ogists were requested merely to study the rec- 
ord and to indicate a diagnostic impression, 
not a personality description. The results 
were as follows: 


Psychologist A—Paranoid schizophrenia or obses- 
sive compulsive neurosis. 

Psychologist B—Anxiety reaction with sexual per- 
version. 

Psychologist C—Agitated depression with homo- 
sexual conflict. 

Psychologist D—Paranoid schizophrenia. 

Psychologist E—Schizoid personality with para- 
noid trends. 

Psychologist F—Paranoid schizophrenia. 
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Psychologist G—Agitated depression in a cyclo- 
thymic personality. 

Psychologist H—Anxiety hysteria. 

Psychologist I—Within normal limits, asthenic 
reactions, anxiety, schizoid and 
paranoid trends. 


While there is considerable agreement with 
regard to the paranoid and schizoid character- 
istics of the subject, it is notable that these 
impressions run the gamut from normal to psy- 
chotic including the neurotic, and character 
disorders from the schizoid to the cyclothymic. 

The writers also examined the following 
Rorschach protocol which, in the absence of 
psychiatric data, appeared to be that of a very 
constricted, anxious, and passive individual 
with little, if any, capacity for affective ex- 
pression. To test the validity of their impres- 
sion the record was again given individually to 
several competent clinical psychologists. They 
were requested to study the record and to give 
their clinical impression. All agreed essential- 
ly with the original opinion of the writers. 
None of them reported an indication of the 
facts which the psychiatric report later re- 
vealed. 

Rorschach Responses and Tabulation 

I. 18” 1. A crab with two fins sticking out. 

(W, F, A) 

. The head and neck of two little dogs. 
(D, F, A, P) 

III. 14” 3. Two men holding something, I don’t 

know whether they hold individual 
things or the same article. (W, M, 
H, P) 

Additional: 

3a. A bow-tie. (D, F, Obj., P) 

IV. 48” 4. Cannot make this out. . . seems to be 
an insect, a winged insect. (W, F, 
A) 

5. Looks like a butterfly. (7, F, A, P) 


VI. 24” 6. A small butterfly, it’s in different 
shades. (D, Fc, A) 
7. Floormat of a bear’s skin. (D, Fe, 
A, P) 

VII. 11” 8. Two human heads with neck and 
part of the body, look like children’s 
heads. (D, F, Hd) 

VIII. 14” 9. Two mice with tiny legs, they look 
like getting something to eat. (D, 

FM, A, P) 
10. A big tree with branches and roots. 

(D, F, P?1) 
IX. 15” 11. Two weird non-human heads with 
big stomach. Like 1000 years ago. 

(D, F, Ad) 
12. Like flounders swimming. (D, FM, 

A,0O) 


II. 10” 


N 


X. 16” 13. Two lobsters. (D, F, A, P) 
14. Two angry looking cat’s heads. (D, 
FM, A) 
15. Two sea horses. (D, F, A, P) 
16. Profile of a collie head, a peaceful 
looking dog. (D, FM, A) 
Testing the Limits: 
Best Card: V because of the “peaceful looking 
butterfly.” 
Worst Card. IX because of the “weird looking 
faces.” 
C cards are “weird-looking, very disturbing.” 
Rez is 
RIT I iv OV. Wi Ve 
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II INT VIII IX X 
a6” 26°. 495° G6” 06". ce 80” 
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O 1 


M :Sum C= 1:0 

(FM + m):(Fe + ¢+ C’) =2:2 
Sum R VIII, IX, X = 50% 

W:M=— 4:1 

25%W 75%D 


Customarily the high F per cent in the ab- 
sence of C responses in connection with the 
strong stress on small, “peaceful-looking”’ ani- 
mals and also the high conformity (P) quo- 
tient point toward a withdrawn, passive, and 
compliant individual who is not expected to 
show any violent affective reactions. The fol- 
lowing psychiatric report indicates otherwise: 


B. A., a 29 year old veteran, complains about 
jealousy of his wife, fighting, difficulty in getting 
along with people and feeling watched by others. 
He has been married four months to a night club 
dancer. The courtship lasted but a few weeks, and 
the couple has as yet not been able to settle down 
into any kind of an apartment. .. He made exces- 
sive demands upon her, and her work aroused his 
anger and jealousy to the point where he became 
often abusive. . . . He has always regarded himself 
as being a nervous, impatient person though he 
feels he was able to make an adjustment of a kind 
until his marriage. In the Army he developed a 
chronic dislocation of the left shoulder which was 
operated on but not to his satisfaction, and he wrote 
a letter of complaint to several important personali- 
ties. The situation has been explosive at all times. 
He has been infantile, impatient, impetuous, threat- 
ening and confused. While things would go well 
with enough reassurance, symptoms would disap- 
pear immediately. With any delay or frustration, 
he developed extreme intolerance and has threatened 
harm to his wife, her father and himself. On ac- 
count of his violence, his wife has left the house 
and has threatened divorce. 
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One may, especially in the absence of other 
diagnostic material, speculate about such ap- 
parent contradictions between Rorschach and 
psychiatric findings. In the present case it ap- 
peared from all available evidence that the pa- 
tient is basically a constricted and immature 
individual whose violent reactivity is kept un- 
der control as long as certain external stimuli 
do not provoke it. The test situation did not 
challenge the patient in this direction and 
therefore did not elicit any direct indication 
of his violent behavior. 

When these tests and their apparent contra- 
dictions were presented at conferences of the 
psychology staff of the Veterans Administra- 
tion New York Regional Office Mental Hy- 
giene Clinic, a number of pertinent points 
were brought out in the discussion, among 
which were the following: 


1. Diagnosis and personality description 
based upon “signs” is a mechanical procedure 
which inevitably results in a large number of 
failures. There is no substitute for clinical 
knowledge and skill which utilizes techniques 
like the Rorschach as instruments of observa- 
tion. 


2. Blind diagnosis and personality descrip- 


tion are at best a stunt in clinical practice. A 
bare Rorschach protocol without observation 
of the subject’s reactions to the blots rarely 
offers sufficient evidence for adequate interpre- 
tation. Yet, some Rorschach experts make a 
practice of giving demonstrations based upon 
blind analysis and many Rorschach classes are 
taught to work with this approach. 

3. In a great many cases, the Rorschach 
alone, even with observation, is not sufficient 
for comprehensive personality diagnosis. Infor- 
mation from other clinical techniques such as 
the interview, the case history, the TAT, pro- 
jective drawings, and a test of intellectual 
functioning may explain, illumine, or supple- 
ment Rorschach findings. 

4. It is a dubious procedure for psycholo- 
gists to try to fit their personality descriptions 
to the strait jacket of vague and unreliable 
psychiatric diagnoses [1]. It would be far bet- 
ter for psychologists to devise categories of be- 
havior based upon their own data and upon 
the principles of general psychology. Duffy 
[4] has made an important beginning step in 
this direction. Wittman and Sheldon [12] 


also offer suggestions for a more scientific 
classification of emotionally disturbed patients. 
Psychiatric diagnoses are based upon observa- 
tion of behavior and upon mental status as de- 
termined by the clinical interview. Psychologi- 
cal diagnostic techniques tell us a great deal 
more about the inner world of the individual 
of which he may be unaware and which may 
not be overtly reflected in his behavior [7]. 
Psychological data may yield a rich and vivid 
personality description, to be compared with 
clinical observations and history rather than 
with psychiatric labels. 

5. The criteria for normal and abnormal 
adjustment are so vague and tenuous that of- 
ten these distinctions cannot be made from 
psychological test data [11]. It remains one 
of the major tasks of psychologists to make 
large-scale studies of normal as well as ab- 
normal groups and to establish such criteria. 


Received January 11, 1950. 
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A NOTE ON THE “FATHER” AND “MOTHER” 
CARDS IN THE RORSCHACH INKBLOTS' 


BERNARD MEER anp JEROME L. SINGER? 


UNIVERSITY OF PENNSYLVANIA AND VA MENTAL HYGIENE CLINIC, PHILADELPHIA 


RECENT trend in Rorschach interpre- 

tation has been the increasing empha- 

sis on content analysis, generally based 
on psychoanalytic theory. Rorschach [5] or- 
iginally made little use of this aspect of his 
method except for his discussion of flexor and 
extensor movement responses. Beck [1] uses 
content somewhat more extensively but rarely 
in relation to psychoanalytic dynamics. One of 
the earliest references to the properties of the 
Rorschach blots which might lead to a dy- 
namic interpretation of content appears in 
Bochner and Halpern’s discussion of the 
characteristics of the various cards [2, pp. 
81 ff.]. In discussing Cards IV and VII these 


authors write: 


.. Card IV. . .The heavy male figure may sug- 
gest the father or authority in general. This may be 
pleasant or unpleasant. Its dark quality and over- 
whelming character are particularly disturbing to 
those for whom parental authority is still an unre- 
solved problem. .. . 


. Card VII. . .The two female faces or even fe 
male figures (in reverse position “dancing girls’) 
as well as the generally soft, light quality give the 
card a feminine quality frequently with maternal 
implications. 


Bochner and Halpern present no evidence 
other than their statements. These suggestions 
for content interpretation, and those presented 
at somewhat greater length by Lindner [4], 


1Reviewed in the Veterans Administration and 
published with the approval of the Chief Medical 
Director. The statements and conclusions published 
by the authors are the result of their own study and 
do not necessarily reflect the opinion or policy of the 
Veterans Administration. 


2The authors wish to thank Dr. S. J. Korchin, VA 
Mental Hygiene Clinic, Philadelphia, and Drs. M. 
Murphy and J. Wishner, University of Pennsyl- 
vania, for critically reading the paper and making 
helpful suggestions. The authors, however, assume 
sole responsibility for the interpretation of the mater- 
ial presented. 


have been taken over by a good many clinicians. 
No systematic investigation has been carried 
out to determine the extent to which the 
properties of Cards IV and VII actually do 
elicit responses for “Father” or “Mother.” 

The present study, part of a larger investi- 
gation of the stimulus properties of the ink- 
blots, was designed to test the hypothesis that 
normal adults will designate Card IV as the 
“Father Card” and Card VII as the “Mother 
Card” with frequencies greater than those at- 
tributable to chance variation. 


PROCEDURE 


The subjects, fifty fraternity men at the 
University of Pennsylvania, were administered 
individual Rorschachs. At the close of the ex- 
amination each subject was asked to select two 
cards from the ten, one to represent a “Father 
Card” and one a “Mother Card.” The sub- 
jects were told that they could make their se- 
lections on any basis that they wished. Of the 
fifty subjects, only one was unable to make the 
required choices. After having made these 


TABLE 1 
FREQUENCY WITH WHICH EAcH CARD was CHOSEN 
AS “FATHER”-or “MorHer” Carp 














Frequency 
Card No. “Father” “Mother” 
I 7 5 
II 9* 3 
III 4 7 
IV 12% 0 
V 0 3 
VI 4 1 
VII 3 10* 
VIII 6 3 
IX 1 7 
ys 3 10* 
Total 49 49 


*Level of confidence .05 
**Level of confidence .01 
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choices, the subjects were requested to give the 
reasons for their selections. They were also 
asked to rank the cards on the basis of “liked- 
disliked.” The pertinent consequences of these 
data will appear later in the paper. 


RESULTS 


The results are shown in Table 1. 

The chi-square method was used to test the 
significance of the data, i.e., the extent to 
which the observed frequency choices deviated 
from those to be expected simply on a chance 
basis. Since the figures in the cells are not very 
large, correction was made for continuity 
[3, p. 246]. Inasmuch as we are only inter- 
ested in one end of the probability curve, the 
deviation of a card in a given direction regard- 
less of the other choices, the value P/2 is given 
as the index of significance [3, p. 247]. 

The results in Table 1 reveal that the 
properties of the Rorschach blots, especially 
Cards IV, VII, and X, and to a lesser extent 
Card II, do elicit differential responses to par- 
ental figures. 

On the basis of the subjects’ reasons for their 
choices it appears that the “feminine,” “childish,” 
and “peaceful” qualities of Card VII were the 
bases for their choice of this card as the “Mother 
Card.” Card X was chosen for a variety of reasons, 
chiefly the pretty colors and lack of solidity or mas- 
siveness which gave rise to feminine associations. 
On the other hand, Card IV, which gave the most 
striking results, was called the “Father Card” be- 
cause of its solidity, massiveness, and as one sub- 
ject put it, “There’s a sense of strength in the fig- 
ure.” Although the findings for Card II were not as 
clear cut, it seems as if Card II does have some of 
this massive quality, thus explaining its fairly fre- 
quent choice as “Father Card.” One can speculate 
that the fairly general agreement among subjects 
reflects a kind of cultural stereotype as to the char- 
acteristics of the father and mother for this popula- 
tion. Very likely the properties of the above men- 
tioned cards enhance this effect much as the proper- 
ties of Cards V and VIII lead to Popular responses 
such as “bat” and “two animals.” 


CLINICAL APPLICATION 


As a consequence of the above results, the 
authors have incorporated identification of 
“Father” and “Mother” cards as part of 
“Testing the Limits” in their routine Ror- 
schach administration. Identification of IV as 
“Father Card” has been consistently con- 
firmed in practice with a neurotic population. 


Card VII’s status as “Mother Card” has been 


less frequently observed. Of special interest 
are the reasons which patients give to justify 
their choices. In addition to corroborating any 
interpretation of the responses to Card IV, 
the choices of parental cards lead frequently to 
introduction of new material related to the 
patient’s attitude toward his parents. Since 
valuable information is often elicited, what- 
ever card is chosen as “Father,” it has seemed 
desirable to include this technique as a feature 
of testing the limits. 


An example may be cited to show the type of in- 
formation obtained. A patient showing most of the 
classical features of an obsessive-compulsive neu- 
rosis remarked, on being handed Card IV, that it 
provoked a severe migraine attack. He called it a 
“devil, malignant-looking . . . holding two men. 
Gives me an uneasy feeling.” During “Testing the 
Limits,” asked to choose a card representing a 
father, this man chose Card IV, remarking, “The 
Devil, stern... although my father wasn’t like that, 
stern, that is, and there wasn’t anything of the 
devil in him...not consciously anyway.” This pa- 
tient also chose Card VII as the “Mother Card” re- 
marking that it reminded him of an “oldish per- 
son... not entirely satisfactory.” Another patient 
chose Card IV as “Father” because he associated 
his father with a bear and “a threat.” This brought 
out a childhood memory of how his father had 
cleaned his penis for him. This same patient asso- 
ciated his mother with the witch on Card IX “be- 
cause she nagged quite a bit.” An unexpected bit 
of data came from a patient who volunteered to 
choose a “Wife Card.” He chose VIII because it 
represented a “lioness ready to spring.” 


In conclusion, it should be said that results 
of the sort here described are tentative at best, 
an initial attack in this area on the general 
problem of the properties of Rorschach ink- 
blots. We cannot conclude definitely that pa- 
tients who identify Card IV as a “Father 
Card” respond to it as they would towards 
their fathers. At the same time, the findings 
that Card IV and, to a lesser extent, Cards 
VII and X, are chosen respectively as “Father” 
and “Mother” cards by normals and neurotics 
with greater than chance frequency offer some 
further support to certain clinical interpreta- 
tions of content material. The question of 
whether or not the clinician is justified in as- 
suming that all subjects respond to Card IV 
as if it represented a father-symbol remains 
unsolved here. Nevertheless, it is apparent 
that, even on a more superficial basis, use of 
“Father-Mother Card” choices in testing the 
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limits may provide valuable clues to the psy- 
chologist attempting to interpret the content of 
a given Rorschach protocol. 

In order to clarify further the meaning of 
the differential parental responses, a further 
investigation might study differences in form 
level for Card IV between subjects who choose 
it as “Father Card” and those who do not. It 
is interesting to note that when the subjects of 
the present experiment were asked to rank the 
cards from best to least liked, those who chose 
IV and VII as “Father” and “Mother” cards, 
respectively, ranked them as more liked than 
did those subjects who chose other cards as 
representing parental figures. 


SUMMARY 


1. Forty-nine college students who were ad- 
ministered individual Rorschachs were asked 
to select two blots which they felt represented 
a “Father” and a “Mother” card. Results in- 
dicated that Card IV and, to a lesser extent, 
Card II were chosen as “Father” cards, while 
Cards VII and X were chosen as “Mother” 


BERNARD MEER AND JEROME L. SINGER 


cards with a statistically significant frequency. 

2. Clinical application of this technique to 
neurotic patients has supported the experiment- 
al findings. It has also indicated that valuable 
information on the nature of the subjects’ par- 
ental attitudes may be elicited by requiring 
them to choose “Father” and “Mother” cards 
in testing the limits. 

3. While these results represent only a be- 
ginning effort, they point in the direction of 
more intensive experimenta! research on the 
symbolic properties of the Rorschach blots. 


Received January 26, 1950. 
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N a previous article [4] the authors have 

reported a validation study of Naval neu- 

ropsychiatric screening employing what 
they elsewhere [5] have called an “historico- 
experimental” method. This method is used 
where it is not possible to set up controlled 
conditions in advance as is usual in experimen- 
tation. It is a method for use some time after 
the conditions in question have actually taken 
place. It involves the setting up of an hypothe- 
sis and the selection of an experimental design 
adequate to answer this hypothesis. History is 
then searched to discover a period during 
which the events which transpired were ade- 
quate to fit the demands of the experimental 
design selected, and data are then gathered to 
check the hypothesis. Chapin [1] and Green- 
wood [2] in the field of sociology have called 
this the “ex post facto” method, but we pre- 
fer “historico-experimental” as explicitly stres- 
sing the genuinely experimental nature of the 
approach and the necessity of adequate histori- 
cal knowledge if it is to be used. 

The hypothesis in question is a relatively 
simple one—if neuropsychiatric selection is ef- 
ficacious in reducing the number of psychiatric 
casualties during military service, there should 
be in any experimental population studied an 
inverse ratio between the number of military 
recruits screened out during preliminary train- 
ing and the number of psychiatric casualties 
during subsequent military service. Adequate 


1This study is part of a larger project subsidized 
by the Office of Naval Research under their policy 
of encouraging basic research. The opinions ex- 
pressed, however, are those of the individual au- 
thors and do not represent the opinions or policy of 
the Naval service. 
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conditions for testing this hypothesis existed 
in the United States Navy in April, 1943. The 
Naval ‘Training Stations at Great Lakes, 
Newport, and Sampson were operating under 
conditions where the quality of the recruit 
population, the professional competence of the 
stafis engaged in neuropsychiatric screening, 
and the examination procedures used were all 
roughly comparable, but the actual screening 
discharge rates at these stations varied widely 
owing to different attitudes of support on the 
part of the commanding officers at these sta- 
tions. At Great Lakes the screening unit re- 
ceived full cooperation from the command and 
was allowed to discharge as many men as it 
saw fit. The discharge rate at Newport was 
held to approximately 4 per cent of the in- 
coming recruits. At Sampson the command 
was not sympathetic toward screening and 
relatively few discharges were permitted. An 
examination of the subsequent neuropsychiat- 
ric attrition among recruits passing through 
these stations at this time showed the expected 
inverse ratio between the number of screening 
discharges at the training station level and 
subsequent neuropsychiatric casualties during 
approximately three years of active Naval 
service. 

Since the experimental groups in this study 
involved over five thousand cases and since 
the resulting data were statistically significant, 
it might appear justifiable to conclude that 
the value of neuropsychiatric screening when 
carried out under appropriate conditions was 
established. The authors felt, however, that it 
was desirable, if not even necessary, to extend 
the study by repeating it upon further samp- 
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lings. In consideration of the extent of the 
Navy’s neuropsychiatric screening program and 
the time, money, and personnel involved, it 
would seem best not to let its validation rest 
upon a single sampling. Moreover, where a 
single sampling is involved, there is always the 
possibility of some unknown selection factor af- 
fecting this sampling. Finally, since the “his- 
torico-experimental” method used involved the 
selection of appropriate conditions by the ex- 
perimenters, it would seem wise to check the re- 
liability of their judgment by the use of other 
samples likewise deemed appropriate, and also 
by the reverse method of picking a sampling 
under conditions deemed adverse and demon- 
strating that in this case neuropsychiatric 
screening did not work. The present study at- 
tempts these further checks. 


Two further samples were taken at times 
deemed favorable for study, and a third sample 
was taken under conditions adjudged to be 
unfavorable. The first sample was taken from 
the Great Lakes, Newport, and Sampson 
training stations during June, 1943. The se- 
cond sample was taken from the same three 
stations during July, 1943. Each sample con- 
sisted of approximately four thousand recruits, 
with approximately thirteen hundred from 
each of the stations involved. These times 
were chosen because the quality of the recruit 
populations, the professional competence of 
the examining staffs, and the actual examining 
procedures used were then all roughly com- 
parable at the three stations selected, while the 
actual screening discharge rates varied widely 
because of the aforementioned differing atti- 
tudes of the three commands toward screening. 
These controls were necessary for our experi- 
mental design. 


The third sample (of the same size) was 
taken from the same three stations during Jan- 
uary, 1943. While conditions were generally 
comparable to those in the other samples, the 
screening procedures in use at this time at New- 
port varied from the standard ones usually 
employed. Newport was even more seriously 
understaffed psychiatrically than usual, and 
several experimental variations in technique 
were employed to meet the emergency. It was 
predicted that the screening at Newport dur- 
ing this period would not be efficient. 

The recruit populations studied were se- 


W. A. HUNT, C. L. WITTSON, AND HENRIETTA W. BURTON 


lected at random from microfilm copies of the 
original muster lists of all new recruits arriv- 
ing at the three training stations during the 
periods in question. The screening rate as 
well as the subsequent psychiatric attrition 
rate for our populations were not taken from 
any station report or bureau figure, but were 
obtained directly from study of the service re- 
cords of the men involved. With the coopera- 
tion of the Naval Records Center at Garden 
City, New York, each individual health record 
was read and abstracted by one of the authors. 
As used in this article, neuropsychiatric screen- 
ing rate refers to all neuropsychiatric dis- 
charges during the training period, either by 
means of special order discharge for inaptitude, 
or by medical survey. Subsequent attrition is 
defined as all medical surveys issued for neuro- 
psychiatric reasons during Naval service subse- 
quent to the training period. The samples re- 
ported reflect a shrinkage of about 10 per 
cent from the original samples selected due to 
the unavailability of some records. Previous 
investigation has indicated that such shrinkage 
produces no important constant errors in our 
samples [4]. 
TABLE 1 
RELATION OF TRAINING STATION NEUROPSYCHIATRIC 
SELECTION D1scHARGE RATE TO 
NEUROPSYCHIATRIC DISCHARGE 


SUBSEQUENT 
RATE 


DUR- 


ING Service (ConpiTIons ApyJUDGED 
ApEQu ATE FoR StTupy) 
June 1943 
N P Discharges 
Screening Subsequent 
Station N N 4 N %o 
Great Lakes 1347 9 59 £48 82 
Newport 1294 54 4.2 38 3.0 
Sampson 1284 9 0.7 47 3.7 
July 1943 
N P Discharges 
Screening Subsequent 
Station N N % N %o 
Great Lakes 1350 7 65.2 44«Oo83.8 
Newport 1310 39 3.0 47 3.6 
1354 18 1.3 68 5.0 


Sampson 


If our hypothesis that screening at the 
training station level was effective in lowering 
the subsequent attrition rate during service 
is correct, we should expect an inverse ratio be- 
tween screening discharge rate and subsequent 
psychiatric discharge rate—the more screening 
discharges, the fewer subsequent neuropsychi- 
atric discharges during service. Table 1 shows 
this expected inverse ratio for our June and 
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July, 1943 samples, thus confirming our pre- 
vious findings [4]. While the June results 
show the expected ge:eral trend, there is a 
small inversion in subsequent discharge rate 
between the Great Lakes and Newport sam- 
ples; and the differences between these two 
and Sampson, while in the right direction, are 
not at levels of significance usually accepted as 
satisfactory statistically. The difference be- 
tween Newport and Sampson could have oc- 
curred by chance alone 14 times out of 100 
(14 per cent level of significance), while that 
between Great Lakes and Sampson could have 
occurred by chance alone about once out of 
every two times. The July sample, however, 
not only shows the expected ratio, but the dif- 
ferences have the desired statistical significance. 
The differences in subsequent attrition rate be- 
tween Great Lakes and Sampson, and between 
Newport and Sampson, are significant at less 
than the | per cent level (less than 1 chance 
in 100 that they could have occurred by chance 
alone). The difference between Great Lakes 
and Newport, while in the expected direction, 
is not significant. This last result confirms our 
previous finding of a curve of diminishing re- 
turns [4]. Apparently there is an optimal 
screening rate above which the efficiency of 
screening diminishes. 


TABLE 2 
RELATION OF TRAINING STATION NEUROPSYCHIATRIC 
SELECTION DiscHARGE RATE TO SUBSEQUENT 
NEUROPSYCHIATRIC DISCHARGE RATE DUR- 
ING Service (Poor PERFORMANCE 
PREDICTED FOR Newport) 


January 1943 


NP Discharges 


Screening Subsequent 
Station N N % N % 
Great Lakes 1310 57 4.4 34 2.6 
Newport 1255 63 5.0 46 7 
Sampson 1350 9 0.7 56 4.1 


Table 2 gives the results for the January, 
1943, sampling in which it was predicted that 
conditions at Newport were not satisfactory. 
This is borne out by the table. While Newport 
screened out more men than Great Lakes, it 
still had a higher subsequent attrition rate. 
Our “historical” prediction is confirmed. At 
the same time the difference in subsequent at- 
trition rate between Great Lakes and Sampson 
is statistically significant at the 3 per cent level 


and confirms our hypothesis of the efficacy of 
screening under satisfactory conditions. 


TABLE 3 
NEUROPSYCHIATRIC DISCHARGE RATE BY YEARS, 
SHOWING RELATION OF DscHARGE RATE 
TO LENGTH OF SERVICE 
(ro Nearest 0.1%) 


January June July 


Sample Sample Sample 
Station "48 °44 %°456 %°43 #%°44 «+%°46 «+°438 «'44~«O'45 
Great Lakes 0.8 0.2 16 0.9 1.0 1.8 0.2 08 2.2 
Newport 0.6 1.0 2.0 0.2 1.6 1.2 0.6 1.1 2.1 
Sampson 0.7 1.8 2.2 0.7 1.9 1.1 0.2 28 2.6 
Total Sample 2.8 


0.7 0.8 1.9 0.6 1.5 1.2 0.8 1.4 


Table 3 gives the discharge rates by years 
for each station in each of our three samples. 
As found in our previous study, neuropsychi- 
atric attrition is a function of length of service, 
increasing as time passes. 

Examination of the cases from the present 
study also confirms our previous finding that 
length of service is not related to rate of dis- 
ciplinary discharge. If we include as “dis- 
ciplinary” all discharges labelled “bad con- 
duct,” “undesirable,” or “dishonorable,” we 
find no tendency for the rate to rise as length 
of service increases. As in the earlier study, the 
increase of psychiatric discharge rate with 
length of service seems attributable to an in- 
crease in the neuroses and personality disor- 
ders. The psychotic rate shows no increase 
with time. This must be interpreted with 
great caution as the absolute number of psy- 
chotic diagnoses appearing is so small here as to 
render impossible any reliable statistical treat- 
ment. 

Since the sample involved in both studies is 
now over seventeen thousand cases, and since 
the controls are probably as satisfactory as can 
be hoped for with such large scale research 
involving wartime conditions [3], the authors 
feel that the use of neuropsychiatric screening 
by the Navy in World War IT has been vali- 
dated, and that the rational argumen, ‘or neu- 
ropsychiatric screening has been confirmed by 
experimental findings. A word of caution is in 
order, however. This does not mean that any 
person using any technique under any con- 
ditions can produce like results. There is good 
screening and bad screening. We adjudged the 
screening in our study to be good since it was 
done by competent professional personnel us- 
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ing proved techniques under relatively favor- 
able conditions. But the performance of the 
selection program studied here cannot be used 
to justify everything that goes under the 
name of “screening.” 

On the other hand, we have deliberately 
labelled our conditions relatively favorable. 
They cannot be called more. We seriously 
doubt whether military neuropsychiatric 
screening ever took place under completely 
favorable conditions. In practice it was con- 
tinually handicapped by a chronic shortage of 
personnel, inadequate space, unfavorable work- 
ing conditions, and a lack of sympathetic un- 
derstanding and cooperation from other 
branches of the service. Had all these difficul- 
ties not existed, the results reported above 
might have been even more impressive. 

As our results indicate, however, neuropsy- 
chiatric screening should not be undertaken too 
enthusiastically. The curve of diminishing re- 
turns demonstrated in our studies indicates 
that there is a point at which screening ceases 
to pay. The actual location of such a point is a 
complex actuarial problem and varies with 
many changing conditions (relative shortage 
of manpower, etc.). We cannot answer it here, 
but we must be mindful of it in planning our 
selection programs. In general, severe disabili- 
ty is relatively easily detected and its unsuit- 
ability to most conditions of service can safely 
be predicted. Borderline disability is more diffi- 
cult to detect and its unsuitability for service 
is more definitely a function of certain envi- 
ronmental conditions whose control and pre- 
diction are difficult for the examiner. As our 
selection problems become more subtle our er- 
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ror rises. Somewhere along the line screening 
is no longer profitable. 

We can also accept the finding that neuro- 
psychiatric screening was successful in dimin- 
ishing the amount of subsequent attrition 
during service and still ask whether it was 
worthwhile. Again the actuarial complexities 
of this question are tremendous and are still 
further complicated by the humanitarian val- 
ues that are involved. If we compare the at- 
trition rates during service of Great Lakes and 
Newport on the one hand with Sampson on 
the other, a conservative estimate would indi- 
cate that 1 per cent of Sampson’s complement 
of recruits could have been saved from neuro- 
psychiatric breakdown during service had the 
Sampson command seen fit to permit a screen- 
ing program to function. By itself 1 per cent 
is a small figure, but 1 per cent of the four 
million men in the Navy during the war is a 
sizable figure. It seems reasonable to conclude 
that screening not only can function efficient- 
ly, but that it is worth while as well. 


Received February 27, 1950. 
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has gained widespread application in 

clinics and institutions for both intelli- 
gence ratings and psychodiagnostic purposes. 
The populations of these installations usually 
consist of both Negro and white patients, and 
the Wechsler is frequently administered rou- 
tinely to both without regard for possible norm- 
ative differences, this in spite of the fact that 
Wechsler states, “we have eliminated the col- 
ored vs. white factor by admitting at the out- 
set that our norms cannot be used for the col- 
ored population of the United States” [3, p. 
107]. 

In practice, however, there is usually a ten- 
dency to ignore Wechsler’s statement. There- 
fore, there arises the problem of ascertaining 
the possible existence of statistically significant 
differences between white and Negro groups 
on the Wechsler, and of determining the di- 
rection of any such possible differences. If 
there are statistically significant differences be- 
tween Negroes and whites on the various as- 
pects of the Wechsler scale, it would be im- 
portant to be aware of these differences when 
interpreting the scale. The purpose of this 
study is to make a preliminary investigation 
of the possibility of consistent Negro-white 
differences. 

The following hypotheses were formulated 
for investigation: 

1. There are no statistically significant dif- 
ferences between mean Full Scale, Perform- 
ance, or Verbal IQ’s on Form I of the Wechs- 
ler-Bellevue scale for matched populations of 
Negro and white psychoneurotic patients. 


T: E Wechsler-Bellevue Scale (Form I) 


1Published with permission of the Chief Medical 
Director, Department of Medicine and Surgery, 
Veterans Administration, who assumes no responsi- 
bility for the opinions expressed or conclusions 
drawn by the authors. 
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2. There are no statistically significant dif- 
ferences between mean raw scores on the indi- 
vidual subtests of Form I of the Wechsler- 
Bellevue Scale for matched populations of 
Negro and white psychoneurotic patients. 


In the course of testing, most clinicians 
have been aware of subtle, unverbalized dif- 
ferences in test performance between Negro 
and white patients. Some clinicians, in inter- 
preting test findings, actually allow for what 
they believe to be cultural differences in aver- 
age test performance of Negro and white 
groups. The direction and extent of such “lo- 
cal correction” has too often been an individ- 
ual affair adding another uncontrolled variable 
and, perhaps, an important one to the testing 
situation. A more accurate evaluation of the 
possible differences is needed. 


EXPERIMENTAL DESIGN 


In order to test these hypotheses, the fol- 
lowing experimental design was formulated. 
Matched groups of Negro and white psycho- 
neurotic patients at the Detroit Mental Hy- 
giene Clinic were selected from among the 
psychoneurotic population of the clinic. Selec- 
tion was made with regard to the following 
criteria: 

1. A “clear diagnosis” of psychoneurosis was re- 
quired. The term “clear diagnosis” involves a group 
decision by those who have examined the patient as 
to the acceptability and sureness of the diagnosis of 


psychoneurosis. Questionable diagnoses were thus 
excluded. 


2. All patients who attained a grade level be- 
yond the twelfth were excluded. 


The population was limited to psychoneu- 
rotic patients for two reasons. There are many 
more psychoneurotic patients available because 
they constitute the largest single group. Se- 
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condly, the inclusion of only a single diagnos- 
tic category should make for more definitive 
results. 

There were forty-one members of the white 
sample and forty-four members of the Negro 
sample. The mean age of the white group was 
29.77 years and of the Negro group, 30.09 
years. The difference between these mean ages 
is not statistically significant (¢ = .24). The 
mean level of educational achievement was 
9.04 grades for the white group and 9.43 
grades for the Negro group. The difference 
between these mean grade levels is likewise 
not statistically significant (t= .80). All sub- 
jects included in the sample had been diag- 
nosed “psychoneurotic” in accordance with the 
standard nomenclature of the Veterans Ad- 
ministration. This definition follows: 


This generic term refers to disorders resulting 
from the exclusion from consciousness (e.g., repres- 
sion) of powerful emotional charges usually at- 
tached to certain infantile and developmental ex- 
periences. Hereditary, constitutional, organic, situ- 
ational and cultural factors are of course involved 
but the extent to which they are contributory is dif- 
ficult to determine . . The repressed emotional 
charges, which may not be apparent without an ex- 
tensive and deep investigation of the personality, 
may or may not be adequately controlled in the ab- 
sence of external stress . .. . The chief characteris- 
tic of this disorder is anxiety, which may be either 
“free floating” and diversely felt or expressed, or 
may be unconsciously and automatically controlled 
by the utilization of various psychological defense 
mechanisms. (Repression, conversion, displacement, 
etc.) In contrast to psychotics, patients with such 
disorders do not exhibit gross distortion or falsifica- 
tion of the external reality (delusions, hallucina- 
tions, illusions), and there is no gross disorganiza- 
tion of the personality [4, p. 3]. 


We excluded from the sample all those 
patients who would complicate this diagnostic 
group. 

The mean Full Scale IQ, Performance IQ, 
Verbal IQ, and the mean of each of the ten 
subtest raw scores were calculated for each 
group. The vocabulary subtest results were 
not analyzed because it was found that in many 
instances it had not been administered. The 
differences between Negro and white mean raw 
subtest scores and intelligence quotients were 
tested by means of the f-test. 


RESULTS 


Table 1 summarizes the data used in testing 
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TABLE 1 
COMPARISON OF WHITE AND Necro PsyCHONEUROTICS 
AS TO MEAN Raw Scores ON SUBTESTS OF 
ForM 1 OF THE WECHSLER- 
BELLEVUE SCALE 


White 








Negro 
(N=41) (N=44) Diff. in 

Mean S8.D. Mean S.D. Means 8.E t P 
Infor- 
mation 13.72 4.14 12.66 3.61 1.06 0.838 1.28 .10 
Compre- 
hension 11.62 2.66 10.95 3.12 0.67 0.64 1.05 .10 
Digit 
Span 10.48 2.23 10.66 2.29 0.18 0.50 0.36 .10 
Arith- 
metic 7.25 2.99 5.93 2.16 1.82 0.56 2.36 .05 
Similar- 
ities 11.11 3.79 10.52 4.16 0.59 0.88 0.67 .10 
Picture 
Arrange- 
ment 11.89 4.89 9.66 4.37 2.28 1.01 2.21 .05 
Picture 
Comple- 
tion 11.18 2.63 9.75 2.81 1.43 0.35 4.09 .01 
Block 
Design 22.06 9.07 14.93 7.97 7.13 1.88 3.79 .01 
Object 
Assem- 
bly 19.70 3.28 18.34 3.60 1.36 0.75 1.81 10 
Digit 
Symbol 38.95 17.78 29.50 11.60 9.45 2.76 3.60 .01 
Verbal 
IQ 97.10 18.96 92.18 12.08 4.92 2.87 1.72 .10 
Perform- 
ance 
IQ 102.42 18.20 91.89 16.50 10.53 3.83 2.75 .01 
Full 
Scale 
IQ 101.71 


16.00 91.98 14.17 9.73 3.43 2.84 .01 


of these hypotheses.? On the basis of the dif- 
ferences found, it is therefore concluded that: 

1. Insofar as the mean Verbal subtest raw 
scores are concerned, the Negro group of psy- 
choneurotic patients shows a significantly lower 
score only on the Arithmetic subtest. There 
are no statistically significant differences be- 
tween the Negro and white groups in the 
cases of the Information, Comprehension, 
Digit Span, and Similarities subtests. 

2. On the Performance subtest raw scores, 
the Negro group of psychoneurotic patients 
shows significantly lower scores on the Pic- 
ture Arrangement, Picture Completion, Block 
Design, Object Assembly, and Digit Symbol 
subtests. 

3. The mean Verbal, Performance, and Full 
Scale IQ’s of the Negro group of psychoneu- 

21It should be borne in mind that the results and 


the interpretations and implications are restricted 
to groups of psychoneurotic subjects. 
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rotic patients shows significantly lower scores. 
INTERPRETATION AND IMPLICATIONS 

What rationale can be offered to explain 
the significantly poorer showing of the Negro 
groups on Arithmetic and Performance sub- 
tests of the Wechsler? We must examine two 
related aspects of the question: (1) the psy- 
chological functions involved in and supposed- 
ly measured by the Performance subtests and 
the Arithmetic subtest, and (2) the psycholog- 
ical make-up, especially the culturally deter- 
mined attitudes, of the Negro. 

According to Rapaport [2, pp. 215-220], 
the Picture Arrangement test involves the 
ability for planning and anticipatory actions. 
These involve a grasp of social situations and 
a time element. This time element (an aspect 
of intelligence called motor speed by many 
writers) serves to give spread (i.e., contributes 
to the variance) to groups on this test. The 
Block Design, Object Assembly, and Digit 
Symbol subtests measure various aspects of 
visual-motor coordination. Differing modes of 
perceptual ability are elicited, but the psycho- 
motor speed with which these modes are ex- 
pressed weigh heavily in the final quantitative 
evaluation of subjects.* We see, therefore, that 
in these four performance subtests the factor 
of psychomotor speed is important.‘ 

The above discussion bears on our results 
in the following way: Psychomotor factors 
loom very large in performance tests, and our 
Negro group does relatively poorly on these 
tests. It is suggested that the cause of the sta- 
tistical differences between our Negro and 
white groups may be found in the slower 
Negro performance of psychomotor perceptual 
functions. 

The fact that the psychomotor speed of 
Negroes is slower than that of whites on the 
performance tests is possibly due to the fact 
that Negroes in our society have no incentive 
to do things rapidly. They do not possess what 
Allison Davis [1, pp. 207-211] might call the 
middle-class anxiety to get things done. The 


By psychomotor speed is here meant both the 
speed with which the perceptive process occurs and 
the time necessary for this process to be expressed 
through the motor apparatus available to this indi- 
vidual. 

‘Hypotheses concerning the interaction between 
psychological functions and cultural influences on 
the Picture Completion test are in the process of be- 
ing investigated. Discussion of this test is postponed 
until completion of this investigation. 


reason that Negroes do not show as much of 
this socialized and actually adaptive anxiety 
may be that the possibilities for achievement 
for Negroes in our society are distinctly limited. 
The realization of this may result in a lower 
level of aspiration in the Negro as compared 
to whites of equivalent age and education. This 
is possibly reflected not only in the ethos of the 
urban Negro culture but also in his orientation 
toward specific tasks. It is our hypothesis that 
this “why hurry” attitude, in the face of a 
relative lack of attainable socio-economic goals, 
conditions the responses of Negroes as a group 
so as to result in lower mean Performance sub- 
test scores on the Wechsler scale. 

According to Rapaport [2, pp. 176-179], 
the Arithmetic test measures the ability for ac- 
tive concentration, whereas Digit Span _ in- 
volves the capacity for a more passive atten- 
tion and concentration on outer environmental 
stimuli. Our groups differ on both these tests, 
whites exceeding Negroes on Arithmetic and 
Negroes surpassing whites on Digit Span, al- 
though this latter difference does not reach 
statistical significance. Our hypothesis may be 
extended here. It is offered as one possible ex- 
planation that the more passive adjustment of 
the Negro to his social environment prevents 
him from concentrating actively on problems. 
The lack of motivation depends on the partic- 
ular cultural role that he is called upon to ful- 
fill. This may, in addition, be a reflection of 
possible differences in standards of Arithmetic 
performance required of Negro and white 
children in schools. 

Results of the study may be interpreted as 
indicating that factors of group cultural atti- 
tudes and motivation should be distinguished 
from individual attitudes and motivation in 
Negro functioning in the administration and 
interpretation of the Wechsler. For example, 
greatly lowered performance subtest scores for 
Negroes or whites might continue to be in- 
terpreted as being indicative of psychomotor 
retardation, but the dynamics underlying this 
retardation might conceivably be interpreted 
differently for the two groups. Therefore, in 
scatter analysis or other diagnostic procedures, 
Arithmetic and Performance subtest scores 
should be utilized with awareness of their pos- 
sibly altered significance for the Negro popu- 
lation. 


Received January 17, 1950. 
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THE RELATIONSHIP OF WECHSLER-BELLEVUE 
PATTERNS TO PSYCHIATRIC DIAGNOSIS OF 
ARMY AND AIR FORCE PRISONERS 
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ARMY 


N the Army and Air Force those offenders 

who committed major breaches of disci- 

pline are sentenced by a General Court 
Martial. Soldiers who are given such a sen- 
tence are remanded to a United States disci- 
plinary barracks, an institution whose primary 
function is the rehabilitation of these soldiers. 
The offenses committed may vary from absent 
without leave to murder and the length of 
sentence from one year to life imprisonment. 
In this disciplinary barracks, the Psychiatric 
and Sociology section has the task of processing 
the prisoners by means of elementary psycholo- 
gical testing and psychiatric interviews. ‘The 
Psychiatric and Sociology section is composed 
of the psychiatrist, clinical psychologist, and 
psychiatric social worker. The results of the 
teamwork of this psychiatric triad proved high- 
ly satisfactory in World War II. At the disci- 
plinary barracks a psychiatrist is frequently 
called upon to make an evaluation after one 
interview or a series of short interviews. The 
clinical psychologist uses a battery of tests in 
order to make recommendations concerning 
the disposition of the prisoner, vocational place- 
ment, and general rehabilitation. 

One of such tests used at the Camp Cooke 
United States Disciplinary Barracks is the 
Wechsler-Bellevue. In addition to providing 
an intelligence quotient or a score which indi- 
cates the soldier’s intellectual aptitude, the 
Wechsler-Bellevue may be a valuable aid in 
diagnosing certain types of clinical syndromes. 
According to Wechsler [2, p. 151] neurotics 
generally score higher on verbal than _per- 
formance tests, and the intertest variability is 
moderate but greater than in normals or psy- 


AIR FORCES 


chopaths. He states [2, 
case of 


p. 155], further, in the 
psychopaths, “A most 
single feature of the adolescent psychopath 
test pattern is his systematically high perform- 
ance score as compared with his verbal test 
score.’ Moreover, intertest 


outstanding 


variability is com- 
paratively limited, and the sum of Object As- 
sembly and Picture is nearly 
always greater than the sum of Block Design 


and Picture Completion test scores. 


Arrangement 


As far as the psychiatric diagnosis is con- 
cerned, Army psychiatrists follow Technical 
Bulletin No. 203 [3], which provides a work- 
able, systematized classification of mental 
aberrations. Iwo of these general classifica- 
tions are (1) immaturity reactions and (2) 
pathological personality types. Within the for- 
mer classification are included those of the emo- 
tional instability type, passive dependency re- 
action, passive aggressive reaction, and aggres- 
sive reaction ; some of the classifications under 
pathological personality types are the inade- 
quate, antisocial, and asocial personality types. 

At the United States Disciplinary Barracks 
at Camp Cooke, California, comparison was 
made of the Wechsler-Bellevue subtest pat- 
ternings with three categories of psychiatric 
diagnosis: (1) no neuropsychiatric disorders, 
(2) immaturity reactions, and (3) patholo- 
gical personality types. Consecutive cases were 
selected with the following numbers reported: 
Group 1, 161, Group 2, 157, Group 3, 224. 
The Wechsler-Bellevue subtest patternings 
were obtained by first computing the deviation 
of each subtest score from the mean of the sub- 
test scores for each individual. The patterning 
for each nosological category for the group 
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was obtained by computing the mean of these 
deviations for each subtest and the standard 
deviations of these means. The results are pre- 
sented in Table 1 and Figure 1. 


TABLE 1 

MEAN DEVIATIONS ON THE WECHSLER-BELLEVUE 
SUBTESTS FOR THREE GROUPINGS BY 

PsYCHIATRIC DIAGNOSIS 








~~ Patho- 





logical 
No NP Immaturity Personality 
Disorder Reaction Types 
Subtest Ms S«.D. M 8.D. Ms S.«.D. 
Vocabulary 1.21 1.72 —1.47 1.60 —1.35 1.76 
Information — .33 1.54 — .39 1.57 — .20 1.75 
Comprehen- 
sion — .17 1.79 00 1.86 + .08 1.88 
Similar- 
ities + .01 1.78 - .29 2.07 — .24 1.99 
Arithmetic —1.05 2.10 —1.27 2.01 —1.57 1.94 
Digit Span —1.382 2.08 —1.08 2.25 —1.41 2.24 
Picture Ar- 
rangement + .93 2.31 +1.18 2.32 +1.038 2.42 
Picture Com- 


pletion + .65 1.62 -+- .82 1.98 + .68 1.84 
Block Design + .63 1.44 -+- .92 1.95 + .15 2.00 
Ob ject 

Assembly -+-1.20 1.94 +1.44 2.02 +1.39 2.12 
Digit 

Symbol —1.06 1.89 - .70 1.81 —1.00 1.93 





NO N P 


DIsSOoOROCR 


- IMMATURITY REACTION 


—-—— ae PATHOLOGICAL PERSONALITY TYPES 


Fic. 1. Wechsler-Bellevue deviation profiles of 
three groups of military prisoners. 


An inspection of Table 1 reveals that for all 
groups the verbal tests show a trend towards 
a minus deviation. In all groups the perform- 
ance subtests (with the exception of Digit 
Symbol, which frequently operates as a verbal 
test) show a positive deviation from the mean. 
This patterning, of course, is what one might 


expect from the psychopath according to 
Wechsler’s statement quoted in one of the pre- 
ceding paragraphs. What is more striking, 
however, is that this trend of deviations holds 
for the “no neuropsychiatric disorder” group 
as well as for the two clinical groups. Only 
the following differences are of statistical sig- 
nificance as computed by Fisher’s ¢ formula: 
(1) On the Arithmetic subtest, the difference 
between the mean deviation for the patholo- 
gical personality group and the no neuropsy- 
chiatric disorder group is significant at the .05 
level of confidence. (2) On Block Design, the 
deviations for the no neuropsychiatric disorder 
group and the immaturity group are signifi- 
cantly higher than for the pathological per- 
sonality group (.02 and .01 levels of confi- 
dence, respectively). None of the other differ- 
ences between the mean subtest deviations is 
significant. The most significant feature of 
these deviations, therefore, is the general trend 
for the patternings to be similar for these three 
nosological categories. 

The similarity of these patternings is more 
strikingly presented by reference to Figure 1. 
Moreover, corroborating evidence is found by 
comparing these profiles with profiles obtained 
by Altus and Clark [1] in a study of two in- 
stitutionalized behavior problem groups. The 
groups considered in this study were general 
prisoners with an IQ of 80 or less and a civil- 
ian groups consisting of boys, ages 14 to 18, 
institutionalized at a camp for juvenile delin- 
quents. The results of this study tend to coin- 
cide with the results of Table 1 and Figure 1 
of this article in that: (1) verbal subtests were 
considerably lower in comparison with per- 
formance subtests (with the exception of Digit 
Symbol), (2) the Object Assembly test had 
the highest mean positive deviation, and (3) 
for both groups studied by Altus and Clark 
(as is true for the three groups presented 
herein) the sum of the deviations of Picture 
Arrangement plus Object Assembly is greater 
than the sum of Picture Completion plus 
Blocks. 

In this study by Altus and Clark no refer- 
ence was made to psychiatric diagnoses. The 
general prisoners having an IQ of 80 or less 
had been convicted by a general court martial, 
and the civilian group were segregated at a 
camp for juvenile delinquents. In a sense, then, 


WECHSLER-BELLVUE PATTERNS OF PRISONERS 


all of these groups have a basic similarity in 
that all include individuals who had committed 
infractions of Army or civilian laws. One 
might assume, therefore, that apparently there 
are certain characteristics common to all these 
groupings which result in similar patternings 
on the Wechsler-Bellevue subtest scores. 

In terms of Wechsler-Bellevue subtest pat- 
terning, the three nosological categories at the 
Disciplinary Barracks are more alike than they 
are different. In so far as Wechsler’s findings 
on subtest patterning are valid, one could say 
that these general prisoners are at least tainted 
with psychopathy—even those who were classi- 
fied by the psychiatrist as having no neuropsy- 
chiatric disorder. In other words, this “no NP 
disorders” group is probably the best adjusted 
group of the three. By comparison with their 
fellow inmates they appear normal. Moreover, 
one factor to be taken into account in apprais- 
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ing the similarity of these results is that fre- 
quently the psychiatric diagnosis is made after 
one interview. Admittedly, subtest patterning 
is not to be substituted for psychiatric diag- 
nosis. But it would appear that such patterning 
as well as other clinical signs obtained from 
test scores might be more readily utilized in 
the final psychiatric classification. 


Received January 30, 1950. 
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A GROUP ADMINISTRATION OF THE RORSCHACH: 
METHOD AND RESULTS 


A. WILLIAM HIRE 


BOSTON UNIVERSITY 


FFORTS to adapt the Rorschach to 
group administration have followed as 
naturally and logically upon the wide- 

spread interest in the application of this test 
as did group intelligence tests upon the devel- 
opment of the Binet test. The reason is the 
same — the need to apply the test in situ- 
ations where the time required for individ- 
ual testing would make it prohibitive and, 
hence, the attempt to approximate the individ- 
ual test or make use of some of its more out- 
standing diagnostic functions in a less time- 
consuming group adaptation. 


The study herein described is a part of 
more extensive research [7] dealing with 
group administration of the Rorschach. Re- 
sults were compared with personality apprais- 
als made independently of the tests and were 
also evaluated with regard to their contribu- 
tion to the process of counseling college stu- 
dents. 

Harrower and Steiner [2] were first to 
publish an article dealing with a group me- 
thod. Results of studies in group administra- 
tion by Lindner and Chapman [9] and by 
Munroe [10] soon followed. Other early 
studies were by Hertz [4], Hertzman [5], 
and Sender [12]. Finally, in 1945, Harrower 
and Steiner [3] presented a more extensive 
publication dealing with methods and results 
of group Rorschach testing. 

The subjects employed in studies using 
group methods have been varied. They have 
included high school students, college stu- 
dents, prisoners, general and mental hospital 
patients, vocational and professional groups, 
and military personnel. 

Harrower devised several group methods 
[3] with the idea that each has a rather speci- 
fic use, the selection of the method being de- 
termined by the purpose of the tester. The 
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variations represent differing degrees of con- 
trol over the subject. One is the method of 
free inquiry; a second limits the inquiry by of- 
fering the subject a list of determinants with 
the request that he check the ones used in 
forming the percept; and a third, which she 
calls “Multiple Choice Rorschach,” presents a 
series of answers and asks the subject to select 
those that he considers the best description of 
the blot. Some of the answers presented occur 
frequently in records of healthy normal people, 
and some occur frequently in records of persons 
with various psychological disturbances. The 
Multiple Choice Rorschach represents the most 
extreme attempt to shorten and simplify the 
procedure. It has been used especially for screen- 
ing purposes. Harrower states [3] that it de- 
parts so far from the original Rorschach that 
it should be considered an entirely different pro- 
cedure rather than a modification. 


In connection with her studies in large- 
scale application, Munroe [11] also developed 
an abridged method of interpretation. The 
method is termed “Inspection Rorschach.” It 
consists essentially of a rapid scanning of the 
responses and an attempt to assure comprehen- 
siveness by recording the salient features on a 
check-list covering the major aspects of the 
test performance. At the conclusion a rating 
of adequacy of adjustment is obtained. 

In the writer’s experimentation with group 
administration of the Rorschach there was a 
single, controlling purpose; namely, the ob- 
taining of records which would approximate, 
as nearly as possible, those obtained by indi- 
vidual administration. This meant that in so 
far as possible the essentials of individual ad- 
ministration technique would be maintained 
and that modifications tending in any way to 
define or limit the responses would be held to 
an absolute minimum. Time limits were liberal 
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enough to permit most members of the group 
to record all the responses they felt inclined to 
give. A free inquiry instead of a limited or di- 
rected one was sought. 


The blots were projected on a screen by 
means of a reflector-projector. This eliminated 
the problem of imperfect reproduction since 
the standard blots were projected from a mir- 
ror image. Projector and screen were arranged 
so as to effect a 2x2 ft. image. Subjects were 
seated so that no one viewed the screen from 
an extreme angle. The glow from the projec- 
tor and overhead lights in the back of the room 
provided the subjects with illumination for the 
recording of responses. 


The subjects were provided with special 
self-recording booklets [6] in which directions 
and location charts are included. After ex- 
posing each of the ten blots in an upright posi- 
tion for 3 min. for recording responses, each 
was then exposed an additional 3 min. for 
marking locations and writing the inquiry. If 
more time was needed by any of the subjects, 
an additional minute each was allowed for list- 
ing responses and for the inquiry. This was in- 
tended to lessen the sense of pressure generated 
in the group situation and to counteract the 
frustration from being interrupted before com- 
pleting responses. It also permitted a time ad- 
justment, since some blots tend to elicit more 
responses than others. 

Group administration necessarily produces 
certain changes over results obtained in indi- 
vidual administration. For example, there is 
no opportunity to make a careful observation 
of the subject as he is engaged in the examina- 
tion. The necessity of imposing a time limit 
forfeits the opportunity to learn the subject’s 
own choice of time to devote to each card. The 
advantages of varying the inquiry in instances 
where determinants are not clearly indicated 
is sacrificed. The subject is not given the op- 
portunity to turn the card should the idea of 
viewing it differently occur to him. Reaction 
time is not obtained. 

The seriousness of each of these variations 
from individual test procedure is dependent 
upon the productivity of the subject and the 
adequacy with which the responses given can 
be evaluated. The Rorschach is fortunatelv a 
sensitive instrument inasmuch as essentially 
the same personality characteristics may be re- 


vealed in many different aspects of the total 
record of responses. If a cue is missed in one 
aspect of the appraisal, it may be just as clearly 
brought out in another. 

If it can be shown that not too great vio- 
lence is done to the major features of the re- 
sponses, the above changes may not be crucial. 
The many facets of Rorschach interpretation 
may possibly preserve much of what superfici- 
ally seems to have been sacrificed. For instance, 
the record as a whole may convey some of the 
impressions that would have been dramatized 
in the subject’s behavior. An overly quick or 
slow reaction may tell the examiner immediate- 
ly that the card is troublesome or disturbing 
to the subject, but the associational content and 

TABLE 1 
SUMMARY OF Scores ON Firty Group 
ADMINISTERED RORSCHACHS 





Mean 
Frequency 
of Each Average 

Category Category S.D. P.E. Range Per Cent 
Total R 41.13 9.36 6.27 24-65 
Location 

W 8.90 4.35 2.91 1-18 22.8 

D 22.33 9.02 6.04 4-37 2 

d 3.15 2.61 1.74 0-10 8.3 

Dd 340 3.16 2.11 0-8 9.1 
S and combina- 

tions with § 2.12 2.47 1.65 0-9 4.2 

? 84 4.39 2.94 0-7 1.6 
Determinants 

M 6.83 3.94 2.63 0-11 

FM 4.96 2.08 2.06 1-12 

m 2.20 1.57 1.05 0-5 

F 17.45 2.51 1.68 6-31 

F 2.01 1.96 1.31 0-7 

FC 3.66 2.99 1.98 0-8 

CF 1.84 1.42 95 0-5 

Cc 78 1.07 81 0-6 

Kandk 1.63 1.44 .96 0-5 

c 2.16 1.89 1.26 0-9 

Cc 2.58 2.43 1.62 0-7 

? 2.95 3.18 2.13 0-10 
Content 

H 7.21 3.90 2.61 4-15 

Hd 4.63 4.11 2.75 0-17 

A 11.27 5.85 3.92 5-26 

Ad 2.04 2.10 1.40 0-9 

Obj 7.52 382 2.55 0-13 

Other 8.46 

P 4.76 2.59 1.73 3-9 

Ave. M%: Ave. sum C% = 16.21:11.3 
Ave. W%:M% = 22. $:16.21 


Ave. F% — 50.4 
Ave. A% = 39.3 
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determinants will reveal this too. With a 
rather liberal time limit for the responses and 
inquiry the subject may show by his productiv- 
ity which cards were most stimulating and 
those with which he was unable, or least able 
to contend. Even though the cards are offered 
only in one position, the creativity, ingenuity, 
negativism, or confusion that may have 
prompted the subject to turn the cards may be 
revealed in other aspects of the responses and 
would, in any case, finally be evaluated there. 


Table I presents a summary of the scores 
obtained from records of fifty college students 
who took the test after the manner described 
above. The group ranged in age from seven- 
teen to twenty-two years and included thirty- 
eight females and twelve males. 

The total number of responses indicates that 
productivity was good. The mean number of 
responses was 41.13 (S.D., 9.36) witha range 
of 24 to 65. Klopfer [8] gives a range of 20 
to 40 responses as the limits of expectation in 
individually administered records of normal 
adults. Beck [1], for individually administered 
tests, reports a mean number of responses of 
30.35 (§.D., 15.89) for normal adults, and a 
mean of 52.30 (S8.D., 23.8) for a group of 
very superior adults. 

The various locations were used without 
striking deviation from expectation for normal 
adults. The average percentage of responses in 
the various categories follows rather closely 
the range of expectation cited by Klopfer [8] 
and Beck [1]. The variability scores in each 
category indicate that a high degree of individ- 
uality was retained. Unscorable or question- 
able locations averaged 1.6 per cent. This rep- 
resents a mean of .84 per record with a range 
of 0 to 7. Unscorable locations were found 
in only seventeen records. 

The summary of determinant scores indi- 
cates that sensitivity and responsiveness to a 
wide range of qualities in the blots were re- 
tained. Proportions among the mean scores 
for movement shows M greater than FM and 
m occurring much less frequently. FC is great- 
er than CF, and C occurs less frequently than 
either. Less than three responses per record 
were, on the average, unscorable or with 
questionable determinants. Twenty-one of the 
records did not present a discernible problem 
in scoring the determinants. In the remainder, 
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the range of occurrence was from 1 to 10 per 
record. The scoring of F— is related to the 
problem of scorability of determinants in rec- 
ords without individual inquiry. Klopfer’s 
rules [8] for scoring F— were followed, and 
in some instances it was difficult to decide be- 
tween poorly perceived responses and inade- 
quately elaborated determinants. 

The means for content scores show H and 
A predominating over Hd and Ad, respectively. 
The average 4 per cent was 39.3. The mean 
number of P was 4.76 (8. D., 2.59). The av- 
erage M per cent and the average per cent for 
sum C show M to be greater. The absolute 
value of M was greater in thirty-seven re- 
cords. The average W per cent was greater 
than the average M per cent. 


SUMMARY AND CONCLUSIONS 


Productivity on these group-administered 
Rorschachs was good and compared favorably 
in content and quality with expectation from 
Rorschachs individually administered. Scores 
showed no gross distortions. Variability of re- 
sponse from record to record was retained. Un- 
scorable responses were comparatively few. 
Under such favorable conditions of group ad- 
ministration essentially similar records result 
as are obtained in individual administration. 
It appears that no radical revision of the usual 
method of interpretation is necessary. 


Received August 8, 1950. 
Early publication. 
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A NEW PROCEDURE FOR EVALUATING MENTAL 
HOSPITAL PATIENTS’ 


J. R.WITTENBORN 


YALE UNIVERSITY 


HIS is a preliminary description of a 

quantified method for multiple psychi- 

atric diagnosis. A rating scale procedure 
has been devised whereby a psychologist, psy- 
chiatrist, nurse, or any competent observer may 
(a) rate currently discernible symptoms of a 
mental hospital patient, (b) score these ratings, 
and (c) prepare a profile which indicates the 
degree to which the patient’s symptom mani- 
festations resemble each of the principal symp- 
tom patterns which exist among mental hos- 
pital patients. This procedure has been used 
by the writer and his collaborators in validative 
studies of the diagnostic and prognostic impli- 
cations of certain psychological tests and in 
the evaluation of such therapeutic procedures 
as psychosurgery and electric shock. The pur- 
pose of the present report is to make known 
the availability of this procedure. The re- 
searches involved in its development and based 
upon its use will be presented in subsequent 
publications. 

Since it is the purpose of the rating scale 
procedure to provide a standard quantified 
evaluation of the currently discernible pathol- 
ogy of patients, it is diagnostic in a limited de- 
scriptive sense only and is not concerned with 
etiological, prognostic, or dynamic considera- 
tions. The four characteristics of this rating 
scale procedure which will be of greatest in- 
terest to the reader are the general mechanical 
features, the sample of symptoms on which the 


1In 1947 the writer was awarded a Special U.°S. 
Public Health Research Fellowship for the specific 
purpose of conducting the research summarized 
here. Various extensive and yet unpublished inves- 
tigations necessary for the development and appli- 
cation of the rating scale procedure were completed 
during 1948-49 and 1949-50. The completion of 
these researches was made possible through the sup- 
port of Dr. Mark A. May, Director of the Institute 
of Human Relations, Yale University, and Dr. Fred 
A. Mettler, Director of the Columbia-Greystone 
Brain Research Projects. 
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procedure is based, the nature and determina- 
tion of the symptom patterns, and the stand- 
ardization. Each of these factors is discussed 
briefly in the following paragraphs. 

The face sheet for the rating scales provides 
a place for the patient’s name, the date he was 
admitted to the hospital, the name of his rater, 
and the period during which the ratings were 
made. The following instructions to the rater 
are also included on this sheet: 


1. Check one item for every scale. 


2. Check on the basis of behavior during the rat- 
ing period; do not describe prior condition of the 
patient. 

3. Always check the largest appropriate number 
under each scale, e.g., numbers 2, 3, and 4 may be 
equally descriptive of the patient, but 4 would be 
checked because it is the largest number. 

4. If the patient’s behavior is episodic or variable, 
check the most marked or the most pathological 
level of behavior during the specified period. 

5. Comments — (e.g. — what symptoms clinically 
important for this patient are not included in the 
rating scales?) 


The following four item rating scale is typi- 
cal of the total set: 


1. No evidence that patient considers himself to 
be particularly unworthy. 

2. Patient tends to blame himself or refer to his 
unworthiness. 

3. Patient 


blames and criticizes self to an un- 
realistic and inappropriate degree. 
4. Patient appears to have a delusional belief 


that he is an extraordinarily evil, unworthy or guilty 
person. 


In order to minimize the complexity of the 
items and to facilitate statistical analysis, all 
the items have the same undimensional form. 
They are also designed in such a manner that 
each scale may be applied to every patient. This 
not only has certain statistical advantages but 
also lends assurance that a standard body of 
information will be available for all patients. 
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The initial set comprised 55 different, un- 
labeled scales presented in a random manner. 
A psychiatrist who knows his patient well 
could make the set of ratings in less than fif- 
teen minutes. As a result of statistical analyses, 
a form is now available which comprises 39 
items and which may be applied in less than 
ten minutes. 

The selection of symptoms included in the 
present study, as well as their expression in the 
form of rating scales, was the result of several 
months of collaboration with more than twen- 
ty Connecticut psychiatrists of different back- 
grounds and theoretical persuasions.* It may 
reasonably be claimed that the sample of fifty- 
five scales upon which the analyses are based 
is fairly representative of the descriptive symp- 
toms which psychiatrists consider to be most 
important in making descriptive diagnoses of 
their patients. The scales are constructed in 
such a manner as to involve a minimal amount 
of interpretation, and they may be properly 
used by psychiatrists who are relatively inex- 
perienced and relatively naive with respect to 
psychoanalytic theory. 
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Fic. 1. Specimen profile of symptom patterns. 


°The writer is particularly grateful for the assis- 
tance of the Department of Psychiatry, Yale Uni- 
versity Medical School. 
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In order to provide economy in the quanti- 
fied evaluations of the patients, the pattern of 
syndromes among the symptoms was deter- 
mined. ‘This was done by factor analyzing in- 
tercorrelations among the set of fifty-five rat- 
ing scales for independent samples of ratings 
from two different mental hospitals. The re- 
sults of the two analyses were mutually con- 
sistent and provided the basis for a scoring pro- 
cedure for nine different factors or symptom 
patterns. ‘Ihe symptom patterns are clear-cut, 
bear a conspicuous similarity to certain well- 
known diagnostic syndromes, and permit the 
construction of the profile illustrated in Figure 
1. In this profile, scores at the left indicate a 
minimal degree of pathology and those at the 
right represent a maximal degree of pathology. 

In order to place the scores for each symp- 
tom pattern or syndrome on a standard scale 
so that a profile may be drawn, it was neces 

ary to establish norms for each symptom pat 
tern. The available norms are based on ratings 
for 940 consecutive admissions at the Conne 
ticut State Hospital at Middletown. 

The scope and flexibility of this descriptive 
rating procedure has subsequently been ex 
tended by the development of a set of rating 
scales which samples the socially practical as 
pects of behavior which may be observed in o 
cupational therapy and in other special services 
of mental hospitals. The final eighteen occupa- 
tional scales have been organized statistically 
so that they mav be employed to yield a quanti 
fied profile similar in form and implication to 
certain portions of the profile illustrated in 
Figure 1. 

Received July 10, 1950. 


Early publication. 


The ratings were provided through the coopera 
tion of the staffs of the Connecticut State Hospital 
at Middletown and the Veterans Administration 
Hospital at Northampton. 








A SZONDI IBM FORM 


HENRY P. DAVID 


TEACHERS COLLEGE, COLUMBIA UNIVERSITY 


HILE the present method for scoring 
the Szondi test [1] seems well adap- 
ted for use with individuals, it ap- 

pears cumbersome for the interpretation and 
statistical treatment of group data. Several op- 
erations are necessary for scoring each Szondi 
administration. The identifying letters of the 
liked and disliked choice reactions within each 
series must be recorded. On the basis of this 
information a Szondi profile is constructed by 
filling in appropriate graph squares with red 
and blue pencil. For quantitative interpreta- 
tion in Szondi’s system of “structural analysis” 
an additional table is prepared. 

The number of steps required as well as the 
nature of the scoring system as presently de- 
signed make statistical analysis of group data 
both cumbersome and costly. For these reasons, 
an IBM answer sheet [2] was constructed. 
The standard IBM form was adopted to the 
Szondi’s special needs. The numbers corres- 
pond both to administrations and series within 
each administration. Thus, numbers 11 
through 16 correspond to the six series within 
Administration I, while numbers 21 through 
26 provide spaces for the scoring of Adminis- 
tration II, etc. Similarly, spaces have been 
provided for the recording of the two most 
liked and the two most disliked choice reactions, 
respectively, within each administration. Thus, 
numbers 17 and 18 represent Administration 
I, numbers 27 and 28 Administration IT, etc. 
The spaces still remaining on the sheet may be 
utilized for recording other data deemed de- 
sirable for the research in question, such as 


age, sex, education, etc. 

The major advantage of the form lies in the 
application of IBM techniques, resulting in 
considerable time saving and insuring statistic- 
al accuracy. For each series in every adminis- 
tration the appropriate spaces are blacked in 
with specially provided pencils. ‘—TThe IBM 
scoring machine may then be set to elicit data 
from as many administrations as are wanted. 
In this manner information contributed by 
several testings may be compared. Overall 
Szondi scores—plus, minus, ambivalent, or 
open —may be entered in the appropriate 
spaces provided on the answer sheet. From 
this material IBM punch cards may be made 
and all subsequent statistical operations com- 
pleted by machine. It should then become pos- 
sible to determine the relationship of the fac- 
tors to each other, the response frequencies 
elicited by each picture, differences, if any, be- 
tween varied population groups, as well as a 
host of other questions the answers to which 
have been difficult to secure with the present 
scoring method. It is hoped that the IBM 
form will further Szondi research and render 
additional information concerning its clinical 
applicability. 


Received August 7, 1950. 
Early publication. 
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BLooM, BENJAMIN S., AND Broper, Lois J. Problem- 
solving processes of college students. Supplement- 
ary Educational Monographs, No. 73. Chicago: 
Univ. of Chicago Press, 1950. Pp. 109. $2.75. 

A simple but provocative exploratory research on 
the processes involved in answering examination 
questions, in contrast to the products produced. By 
“thinking aloud” while answering questions stu- 
dents revealed how they read, understood, ap- 
proached, and solved the problems. Data are pre- 
sented on variations in problem-solving character- 
istics, on variations in problem difficulty, and on a 
remedial program for training in problem solving. 
The simple but fruitful approach would be applic- 
able to clinical tests. The methods of solution might 
differentiate clinical groups more successfully than 
do the end products of test items. 


BuxsaAuM, Eprru. Your child makes sense: a guide- 
book for parents. New York: International Uni- 
versities Press, 1949. Pp. xv + 204. $3.25. 


A nontechnical book by an experienced psycho- 
analyst, intended for parents. After introductory 
chapters on physical development and care, and on 
the mother-child relationship, the major description 
of child development is taken up in terms of mouth 
activities, aggression and excretion, and sex func- 
tions. Each section is illustrated by case studies. 
While the book will be an interesting compendium 
for those who need it least, parents already sophis- 
ticated in psychology and psychoanalysis, its em- 
phases and cases seem likely to evoke more anxiety 
than comfort in average parents. 


CaTTELL, RayMonp B. Personality: a systematic the- 
oretical and factual study. New York: McGraw- 
Hill, 1950. Pp. xii + 689. $5.50. 


At the beginning of this volume personality is 
tentatively defined: “Personality is that which per- 
mits a prediction of what a person will do in a 
given situation.” In the very last statement of the 
large volume, the author concludes that the predic- 
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tion of personality responses is limited by several 
factors, including “some inherent indeterminancy in 
psychological processes which the accuracy of our 
investigations has not yet been sufficient to reveal.” 
Between these two statements there is presented an 
impressive array of experimental and clinical ma- 
terial on personality measurement, heredity, environ- 
ment, traits, drives, behavior mechanisms, family in- 
fluences, cultural forces, personality deviations, and 
All these are systematic- 
ally treated to build up to the author’s seventeen prin- 
ciples of personality formation. Cattell makes a 
strong plea for a statistical approach to personality 
measurement, particularly factor analysis. His ar- 
guments are logical and convincing as one reads, 
but the final chapter, which the reader approached 
with high hopes, is a decided let-down; the seven- 
teen basic principles formulated remind one more 
of the old psychophysical laws than of the newer 
dynamic psychology so generously utilized in this 
book. Although designed for students, all psycholo- 
gists should find this volume useful, not only for 
the interesting formulation of a theory of personali- 
y, but for the numerous excerpts from important 
works systematically presented. Perhaps a thousand 
references are listed.—M.K. 


the processes of maturation. 


Haun, Mirton E., Ann MacLean, MAtcoim 5S. 
General clinical counseling. New York: McGraw- 
Hill, 1950. Pp. xi + 375. $3.50. 


The subject matter of this book is best described 
traditionally by the latter part of the title “Coun- 
seling in Educational Institutions.” The authors, 
however, designate this field General Clinical Coun- 
seling as distinguished from other clinical counsel- 
ing specialties—psychotherapy, for example—by the 
“breadth” of its specialization. It is not clear how 
educational and vocational counseling, almost the 
sole concern of this volume, is broader than psycho- 
therapy, which usually rests on diagnosis. Counsel- 
ing, as presented here, is less technical and theoreti- 
cal and based less on deeper psychodynamics. The 
book is vividly written with interesting analogies 
and popular phrases and reads like effective lecture 
notes. The twelve chapters deal mainly with the na- 
ture of counselors and personnel counseling, tools 
and techniques (an emphasis on the case study and 
interview), aptitudes, interests and abilities, forty 
pages of a simple, incompletely counseled case, and 
finally the evaluation of counseling. The book re- 
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fers to much of the practical periodical literature in 
the field, often, however, only in passing. The views 
of well-known writers in the field are frequently 
mentioned throughout the volume. Eight pages are 
devoted to semantics. Several of the projective tech- 
niques are described, but there is no attempt to deal 
with deep motivation or personality formations. 
Nonacademic-vocational problems are not treated 
as a major part of “General Clinical Counseling.” 
Hahn and MacLean purport to present “many 
knowledges, arts, and skills which seem essential to 
sound practice.” The reviewer feels that much more 
technical and theoretical material which will have 
to be mastered by the present professional worker 
might have been included in the book.—F. McK. 


Hamrin, S. A. Chats with teachers about counseling. 
Bloomington, Ill.: McKnight & McKnight, 1950. 
Pp. x + 226. $3.00. 


This book is specifically written for teachers of 
teen-age youths. Basic concepts of counseling, both 
fact and theory, are presented in the simple informal 
style. Each topic is amply illustrated with examples 
that can be found in a teacher’s every-day school 
situation. The book does not aim to make teachers 
into counselors. The author, however, feels that 
there are many school situations where a knowl- 
edge and use of the basic concepts of counseling 
will enable the reader to be a better teacher.—B.M.L. 


Heron, WitiiaAM T. Clinical applications of sug- 
gestion and hypnosis. Springfield, Il.: Charles 


C Thomas, 1950. Pp. ix + 116. $3.00. 


A brief and simply written how-to-do-it book on 
hypnosis, prepared for restricted distribution to 
physicians, psychologists, and dentists. Persuading 
a patient to accept hypnosis, inducing the state, 
posthypnotic suggestions, and precautions are de- 
scribed in detail. Only passing reference is made to 
hypnosis as a method of psychotherapy for malad- 
justments and psychoneuroses. The uses of hypnosis 
to relieve discomfort in dentistry are discussed at 
length, and there are sections relating to dermatolo- 
gy, obstetrics, and other fields of medicine. The 
little book will certainly teach the use of hypnosis, 
but it leaves one with an uncomfortable feeling that 
the author does not come to grips with the philos- 
ophy of his subject. 


Hunt, J. McV., BLENKNER, MARGARET, AND KOGAN, 
Leonarp S. Testing results in social casework. 
New York: Family Service Association of Ameri- 
ca, 1950. Pp. vi + 64. $2.00. 


A detailed research report of a field test of the 
“movement scale,” a method for measuring the re- 
sults of social casework. The study involved the 
training of twenty-two workers in the use of the 
scale, and its use with all applicable cases closed 
by these workers over a five-month period. Indepen- 
dent judges also rated each case from a summary. 
The monograph indicates promising results con- 
cerning the reliability and validity of the scale and 


concerning the proportion of cases to which it was 
applicable and relevant. This pioneer research in 
social casework is blazing a trail that psychologists 
may follow in attacking allied problems such as the 
success of psychotherapy. 


Kasrus, Cora. (Ed.) A comparison of diagnostic 
and functional casework concepts. New York: 
Family Service Association of America, 1950. Pp. 
169. $2.00. 


This valuable little monograph sponsored by the 
Committee to Study Basic Concepts in Casework 
Practice of the Family Service Association of Amer- 
ica contains an excellent statement of the fundamen- 
tal differences between the “diagnostic” and “func- 
tional” approaches in casework. The theoretical dif- 
ferences are clearly delineated and impartially dis- 
cussed, and four illustrative case studies are pre- 
sented, It will be of interest to clinical psychologists 
not only for the insight it offers into the problems 
of a closely related sister profession but for its im- 
plications for the problem of directive versus nondi- 
rective psychotherapy. —W.A.H. 


MENNINGER, KaArL A., AND Devereux, Georce. A 
guide to psychiatric books with a suggested basic 

reading list. Menninger Clinic Monograph Series, 

No. 7. New York: Grune & Stratton, 1950. Pp. vii 
148. $3.50. 


A bibliography of 1193 books and monographs on 
the disciplines basic to psychiatry, on psychiatry, on 
psychiatric therapies, and on mental hygiene. The 
list is classified under 49 headings and subheadings, 
but the entries are not annotated or discussed. Psy- 
chology is represented by 128 titles. Part II of the 
monograph gives a basic reading list of 76 books 
that “the psychiatric resident should read during 
his three years of training.” Psychologists will find 
the section on psychology familiar, but many will 
question the listing of some books and the omission 
of others. The psychictric sections offer a consider- 
able bibliographic aid to students of psychology. 


Newcoms, THeopore M. Social psychology. New 
York: Dryden, 1950. Pp. xi 690. $4.50. 
Newcomb states that he “frames nearly every kind 

of social-psychological problem in terms of psychol- 

ogical processes which take their particular form 
from the interactional context in which they occur” 
and that he sees “group memberships as providing 
the sine qua non for specifying the interactional 
context of human social behavior.” This point of 
view is maintained consistently throughout his well- 
written text. The nature of the questions that social 
psychologists ask, the methods by which they try to 
answer them, and the answers so far obtained con- 
stitute the material of the book. The major ques- 
tions as he poses them are: the interplay of biological 
and social influences in making people’s behavior 
similar or dissimilar; the way in which motives 
and attitudes are related to observed behavior as 
well as to the individual organism and to social 
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conditions and their acquisition and change; the 
development of group norms which makes possible 
human communication, the interiorization of group 
norms and role taking; the social origins and social 
consequences of personality; and the effect of dif- 
ferent types of groups upon the members.—A.R. 


STOUFFER, SAMUEL A., GUTTMAN, Louis, SUCHMAN, 
Epwarp A., LAZARSFELD, P. F., STAR, SHIRLEY A., 
AND CLAUSEN, JOHN A. Measurement and predic- 
tion. Princeton, N. J.: Princeton Univ. Press, 1950. 
Pp. x + 756. $10.00. 


The fourth volume of Studies in Social Psychol- 
ogy in World War II is by far the most technical 
one. The first eleven chapters report major technical 
contributions to attitude measurement, the scalogram 
theory of Guttman, and the latent structure theory 
of Lazarsfeld. To read these chapters requires 
mathematical literacy, but specialists in measure- 
ment will find them important and nonexperts will 
be sufficiently enlightened by Stouffer’s excellent in- 
troduction. The last five chapters record two experi- 
ments in prediction, both of great interest to clin- 
ical psychologists, relating to the screening of psy- 
choneurotics and the postwar plans of soldiers. Full 
data are given concerning the development of the 
NSA—the Neuropsychiatric Screening Adjunct— 
a short questionnaire introduced late in the war that 
gave promise of usefulness at induction stations. The 
constancy of NSA scores from one station to another 
in the face of startlingly varying rates of psychiatric 
rejection should be studied seriously by all who are 
concerned with subjective methods of clinical eval- 
uation. 


Tuorre, Louis P. The psychology of mental health. 
New York: Ronald Press, 1950. Pp. xiii + 747. 
$5.00. 


An enumerative kind of a textbook that describes 
a little of everything and quotes a little from every- 
one, usually superficially and uncritically. Among 
its relative assets are thorough documentation and 
a liberal supply of figures that furnish helpful 
visual aids to learning. The book’s greatest liabili- 
ties are its attempted encyclopedism and its lack of 
systematic organization. 


Expert Committee on Mental Health, Report on the 
first session. World Health Organization Technic- 
al Report Series No. 9. Geneva: World Health 
Organization, 1950. Pp. 41. 30¢. 


The first session of the mental health committee of 
W. H. O., under the chairmanship of Dr. W. C. 
Menninger, recommended worldwide attention to 
mental health as a part of public-health services, 
with an emphasis on preventative work with children. 
The greatest present need is for a greater number 
of professional workers, who should include clinical 
psychologists and members of other allied profes- 
sions as well as psychiatrists. 


In-service preparation for guidance duties. Part 1. 
Office of Education, Federal Security Agency. 


Washington: Government Printing Office, 1950. 
Pp. iv + 48. 30¢. 


A report of the Eighth National Conference of 
State Supervisors of Guidance Services and Coun- 
selor Trainers, on the planning, operation, and eval- 
uation of in-service training. The focal place of the 
teacher in guidance is recognized, and the proposals 
describe trainee-centered programs for workshops, 
demonstrations, and continuous leadership. 


SpeciAL Review 


Fryer, Doucitas H., AND Henry, Epwin R. (Eds.) 
Handbook of applied psychology. New York: 
Rinehart, 1950. Vol. I & IL. Pp. xix, ix + 842. 
$12.50. 


This handsome double-column, two-volume boxed 
set is the combined work of 116 psychologists. The 
115 sections are organized into 18 chapters and 5 
units. The range of topics covers the fields in which 
psychologists have been active as practitioners. The 
well-known areas and problems are represented by 
sections, as illustrated by Propaganda (G. W. Hart- 
mann), Ventilation (K. R. Smith), Job Analysis (C. 
L. Shartle), Criteria and Validity (R. J. Wherry), 
Efficiency in Work (R. Hersey), Copy Testing (A. 
D. Freiberg), Child Guidance (P. M. Symonds), 
Reading Difficulties (J. B. Stroud and D. B. Stuit), 
Mentally Ill (1. Kendig). In addition, there appear 
discussions on newer applications of psychology, 
among which are these sections: Aviation (J. C. 
Flanagan), Bio-mechanics (J. W. Dunlap), Radio 
and Television (E. Dichter), Speakers and Audi- 
ences (W. H. Wilke), The Rehabilitation of the 
Aged (L. J. Martin), Accelerated Higher Education 
(S. L. Pressey), The Arts of Color and Form (R. 
Faulkner and E. Myers), State Administration in 
Public Schools (W. W. Coxe). 

There are sections devoted to important special 
problems as diverse as the following: Social Atti- 
tudes (H. H. Remmers), Unemployment (M. R. 
Trabue), Typography (M. A. Tinker and D. G. 
Paterson), Guided Learning (T. R. McConnell and 
G. L. Anderson), Vocational Test Construction (H. 
A. Toops), Effectiveness of Selection Devices (M. 
W. Richardson), Metropolitan Police Personnel (S. 
M. Shellow), School Classification (A. E. Traxler), 
Predicting Success in College and University (E. R. 
Henry), Psychiatrists and Psychologists in Private 
Practice (H. Meltzer), Medical Practice With § pe- 
cial Reference to Pediatrics (G. Rubin-Rabson), 
The Physical Educator (C. R. Griffith), Vocational 
Information About Professional Psychology (R. F. 
Berdie). 

Ten pages are devoted to brief, dated listings of 
events, principles, and techniques labeled “Land- 
marks of Professional Psychology.” ‘The volumes 
are concluded with a 58-page selected bibliography 
classified into six fields of applied psychology. 

The contributions to these volumes vary greatly 
in most respects. They differ in apparent objective, 
organization, amount of factual content, dependence 
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on periodical literature, extensiveness and currency 
of bibliography, and extent of emphasis on practice. 
There is considerable overlapping and duplication 
in discussions of specific subtopics and practically no 
cross-referencing. Some unevenness should be an- 
ticipated in a compendium of this nature because 
of the necessary disparity of the topics, the back- 
ground of the writers, and the degree to which the 
fields they represent have developed. Furthermore, 
the editors state that the writing for these volumes 
began during the early years of the late war and 
had to be revised, rewritten, and supplemented by 
new sections. The task of informing 115 writers 
about the plans and activities of their co-workers 
in time to affect their work is undoubtedly difficult. 
Ideally, a handbook should treat important topics in 
detail in one section and refer thereafter to the sec- 
tion, rather than treat them in a cursory manner in 
many contexts. This should not cramp the style of 
contributors, who in most cases have far more ma- 
terial than can be included in the space allotted 
them. 

One question that arises as one goes through this 
material is: What constitutes a handbook in applied 
psychology? Is it a compendium of the irreducible 
minimum important factual material, including a 
meaty listing of the effective arts of practice? Is it 
rather an introduction to a given applied field or 
problem organized mainly according to the personal 
predilections of the writer? A handbook in the for- 
mer sense requires a busy and rigorous editorial 
committee to deliberate on the relative value of 
various topics and the most appropriate basic de- 
tailed content and to assign space in terms of these 
decisions. Since whole books are devoted to topics 
necessarily included in a handbook, drastic conden- 
sation and ingenious organization of finally selected 
material are necessary. New and lightly explored 
or promising fields may conceivably be mentioned 
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briefly. The Fryer and Henry volume as a whole is 
not a handbook in the above sense. 

Nevertheless, many contributors have condensed 
established facts and principles and concisely pre- 
sented the more widely accepted and tested practices 
which represent the existing literature. ‘These con- 
tributions are organized with tables and check lists 
(when appropriate) and contain good introductions, 
summaries, or conclusions. Some of these sections 
are among the better existing contributions to the 
topic in the literature. There are qualitative dif- 
ferences among writers who have the more difficult 
assignments, because their fields are new and prac- 
tice is less extensive, and because they have as much 
space alloted as do the authors of topics with larger 
bibliographies. Some of these articles are more like 
sections in an elementary textbook than like contri- 
butions to a handbook. In articles which treat in a 
general manner the relationship of some field of 
psychology, the contribution might have been 
strengthened greatly by the substitution of concise 
sentences for paragraphs. There are a few sections 
which are not distinguishable from a treatment of 
the subject matter ten years ago. 

It is of interest that the following topics do not 
appear in the index: ethics, semantics, nondirective 
or client-centered counseling, psychodrama. The spe- 
cific diagnostic techniques in clinical practice seem 
inadequately treated. Many of the newer tests and 
clinical devices are not mentioned. 

These two volumes will probably best serve to ac- 
quaint the student with the fields in which psychol- 
ogy has been applied, to give accounts of the spe- 
cific activities in some of the existing practical pro- 
grams, and to present some good reviews of empiri- 
cal results in certain active applied areas. 


Fred McKinney 


University of Missouri 
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